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Abstract
Recent reports suggest that program evaluation in the area of Indigenous health is at best
problematic. The Australian Productivity Commission in 2016, for example, noted a lack of
evidence of effectiveness in this area, and the need to carefully design programs and
systematically evaluate them. There is thus a need to consider the policies and implementation of
health programs for Australia’s first peoples. Often these programs can be thought of as social
marketing aimed at individual and community level behavioural change. It is the argument of
this thesis that the inherent structural power relationship between Indigenous peoples and change
agents (government, authorities and service providers) affects the success of social marketing in
this area.
The way the power structures affects social marketing are covered by three case studies.
The first encompasses, downstream social marketing from government and authorities to
Indigenous peoples (The Northern Territory Emergency Response Intervention). The second, a
midstream social marketing approach, which uses an Indigenous health agency (The Birthing on
Country Project). Whilst the third (The Narrandera Community Health Program), examines an
upstream, community lead approach, to social marketing in health. A Foucauldian analysis was
used to critically evaluate, from an Indigenous perspective, each social marketing program.
The findings demonstrate that power affects social marketing effectiveness for
Indigenous peoples. Downstream approaches were seen as the most expensive and largest in
scale but provided only partial evidence of success and exhibited unintended consequences of
both ethical and societal outcomes. Upstream approaches to social marketing, whilst
empowering Indigenous Australian people, was found to challenge power structures and to be
successful required significant cross-cultural and community leadership skills. Midstream
approaches, whilst not addressing historical and present-day power imbalances were found to be
the most effective of the three. Provided that the midstream service providers had some
autonomy, control and consulted with and sought approval from their clients and key stakeholder
communities. It is thus vital to consider the situational context and power relationship between
those advocating change and those effected by change. Also, social interventions which are best
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for Indigenous health and identify must be informed by their voices. Though this can only occur
now, through midstream approaches, as they don’t overtly challenge authorities and established
power structures. More negative factors of health programs can also occur for Indigenous
peoples when their voices are not heard, or the power structure cannot accommodate them.
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Chapter 1 - Introduction
1.1 Rationale, significance and need for the study
The crisis in Aboriginal society is now a public spectacle, played out in a vast ‘reality show’ through the
media, parliaments, public service and the Aboriginal world. This obscene and pornographic spectacle
shifts attention away from everyday lived crisis that many Aboriginal people endure – or do not, dying as
they do at excessive rates. (Langton, 2008, p. 143)

1.1.1 The core of Indigenous health problems
Australian politics, the public health service and the news media have created a facade
around Indigenous Australian1 people and their health. Australian health planners, reportedly
among the best in the world (Miller & Lu, 2018; Schneider, Sarnak, Squires, Shah, & Doty,
2017), react to their ongoing failure to deliver healthcare equality, by transferring the blame to
Indigenous Australians. In an attempt to mask the professional failure of health planners,
Indigenous health is framed negatively, leading to further health issues (Bolt, 2010; Jordan,
1986). At the core of the problem is a power structure of political dominance (Foucault,
1978/1991b). Social marketing has been employed in an attempt to relieve some of the failures
but has not realised its full potential in this context (Kubacki & Szablewska, 2019). For example,
this failure of health planning is dramatically expressed by Langton (2008) above and in life
expectancy statistics. Indigenous Australian males born between 2015 and 2017 have a life
expectancy that is 8.6 years less than non-Indigenous Australian males; the difference for
females is 7.8 years. The gap between life expectancy in remote and very remote areas is 13.8
years for males and 14 years for females (Australian Bureau of Statistics, 2013, 2018).
It is a given that Indigenous Australian health is complex, complicated by its holistic
nature, which includes many factors outside the health lens, such as education, employment and
1

‘Indigenous Australian’ is a term that refers to both Aboriginal Australians and Torres Strait Islander
peoples. A current expansive definition of an Aboriginal person is someone who: identifies as an Aboriginal or
Torres Strait Islander and is accepted as such by the community in which he lives. (Australian Law Reform
Commission, 2010).
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housing (Commission on Social Determinants of Health, 2008). This complexity broadens
further when health planning fails to engage meaningfully with Indigenous audiences, in effect,
dictating the planning of health. This approach to Indigenous health planning elicits resistance
and is expensive. The estimated expenditure for services provided to Indigenous Australians in
2015-16 was $33.4 billion, which corresponds to about $44,886 directly spent on each
Indigenous Australian (Steering Committee for the Review of Government Service Provision,
2017). The key justification for the expenditure on Indigenous Australians originates from wellaccepted goals of equity and social justice (Human Rights and Equal Opportunity Commission,
2005) which has led to the Australian Government’s commitment to the ‘Closing the Gap’
campaign. However, these estimates on their own cannot answer questions about the adequacy,
effectiveness and efficiency of expenditure (Steering Committee for the Review of Government
Service Provision, 2017). The core issue is not whether health planners have the tools to provide
effective health services, neither is the issue simply about providing funding, at the core of the
problem are the existing obdurate power relations between key healthcare stakeholders and
Indigenous peoples.
The Productivity Commission and others have provided guidelines and examples of how
real progress can be made in this area (Campbell, Hunt, Scrimgeour, Davey, & Jones, 2018;
Jongen, McCalman, Bainbridge, & Clifford, 2018; Osborne, Baum, & Brown, 2013; Steering
Committee for the Review of Government Service Provision, 2016). Progress fundamentally
involves Indigenous Australian participation at all stages of the health planning process (Hunt,
2013a) using Indigenous holistic approaches to health, Indigenous knowledges and Indigenous
epistemologies (Grieves, 2009; Smith, 1999; Wilson, 2008). Historically, health planners were
brutal in policy execution (Pels, 1997), whereas the current forms of health planning involve
power structures that are subtle and multidimensional (Butler, 2006). This discussion will argue
that effective Indigenous health planning is positioned in such a way that it challenges the
current power structures between Indigenous peoples and key healthcare stakeholders. The work
of Foucault provides a useful theoretical fillip to examine these social constructions through his
concept of ‘governmentality’ (Lemke, 2001).
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One common behaviour change method used by health planners to deliver subtle and
multidimensional policy aims is social marketing (French, Merritt, & Reynolds, 2011). While
many definitions of social marketing exist, the following definition of social marketing was
endorsed by the boards of the International Social Marketing Association, the European Social
Marketing Association and the Australian Association of Social Marketing: Social marketing
“seeks to develop and integrate marketing concepts with other approaches to influence
behaviours that benefit individuals and communities for the greater social good” (Social
Marketing, 2013) and it is guided by ethical principles. However, social marketing has been
criticised for operating as a convenient disguise for exercising control over people, thereby
infringing on the freedoms of individuals (Andreasen, 2002; Gurrieri, Brace-Govan, & Previte,
2014). The irony is that a for profession that holds “the greater social good” (Kubacki, RundleThiele, Pang, & Buyucek, 2015, p. 2215) as one of its founding principles, it does not fully
consider the role of power over vulnerable audiences (McPhail-Bell, Bond, Brough, &
Fredericks, 2016). Progressive health planning requires a critical analysis of social marketing
from an Indigenous perspective to evaluate effectiveness if the greater social good is to be
realised. This thesis will explore the efficacy of social marketing as a tool used by health
planners to address Indigenous health outcomes in Australia.
Systematic reviews of the literature show social marketing has been implemented to
effect significant differences between the health of Indigenous peoples2 and the non-Indigenous
dominant population. This includes Inuit, First Nations and Métis in Canada (Jenkins et al.,
2003; Public Health Agency of Canada, 2011; Smylie, 2000) the USA (Parker et al., 2011) and
New Zealand (National Social Marketing Centre, 2011). A review by Kubacki and Szablewska
(2019) of social marketing programs targeting Indigenous peoples in the United States, New
Zealand, Canada and Australia, found that none of the interventions studied addressed all the
benchmarks of social marketing criteria, and only one study used an Indigenous perspective.
2

“Indigenous communities, peoples and nations are those which, having a historical continuity with preinvasion and pre-colonial societies that developed on their territories, consider themselves distinct from other sectors
of the societies now prevailing in those territories, or parts of them … They form at present non-dominant sectors of
society and are determined to preserve, develop, and transmit to future generations their ancestral territories, and
their ethnic identity, as the basis of their continued existence as peoples, in accordance with their own cultural
patterns, social institutions and legal systems” (Cobo, 1986, pp. 379-381).
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Kubacki and Szablewska (2019, p. 10) concluded: “opportunities exist to increase the
effectiveness of social marketing interventions through the use of Indigenous theories and
research methods and methodologies”.
Other social marketing opportunities have been identified, which may be useful in this
context. Instead of addressing the downstream health symptoms such as alcohol consumption,
smoking, exercise, diet, etc., applying upstream social marketing may address the core of the
problem: the power structures. Upstream social marketing has the potential to influence
policymakers, regulators, managers and health planners, for example, through policy change
(Gordon, 2013). However, examples of how upstream social marketing can alter the structural
environment are lacking.
1.1.2 Effective Indigenous health programs
Indigenous peoples are the most researched people in the world (Smith, 1999), despite of
this, Indigenous health interventions are rarely evaluated for cost-effectiveness (Angell,
Muhunthan, Irving, Eades, & Jan, 2014). This lack of evidence makes it difficult to know when a
particular program should be supported, or if the resources would be better put into other
programs (Muir & Dean, 2017; Vos et al., 2010). Program planners are limited by the lack of
evaluation data to improve programs, and often making it difficult for the Indigenous
communities who are involved in the programs to know how to achieve the outcomes that they
want.
While examples of long-term, cost-effective programs are rarely published, the literature
provides some examples of culturally appropriate Indigenous programs. For example, the
Productivity Commission details four Indigenous Australian case studies from the 2014
Reconciliation Australia/BHP Billiton Indigenous Governance Awards: (1) the Waltja Tjutangku
Palyapayi Aboriginal Corporation, who provides support for communities to address the
economic disadvantage they face and ensure local community voices are heard; (2) the Marruk
Project connects members of its local community using performing arts and sharing of histories
to strengthen culture; (3) Girringun Aboriginal Corporation promotes traditional culture by
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supporting traditional owners with social and economic programs, biodiversity management and
an art centre; and (4) the Muntjiltjarra Wurrgumu Group provides a voice at the decision making
table, to address barriers to communication between the Indigenous community, government
agencies and industry (Steering Committee for the Review of Government Service Provision,
2016). Also, Tsey and Every (2000) were more subtle, developing an intervention that was “not a
health education program” (p. 513). There was no instruction on how to keep fit and healthy.
Rather, the program focused on empowering Indigenous Australians. Tsey and Every (2000)
reported participants using their “newly acquired problem-solving skills to make lifestyle
changes” (p. 513). Empowering individuals to take control over everyday challenges in life is a
critical determinant of population health. These and other examples provide guiding principles
for the development of culturally appropriate healthcare services. These services are effective, in
the sense that they are used by Indigenous Australians and produce positive health outcomes.
However, cost-benefit analyses are not available.
Below (Figure 1.1) represents a synthesis of the fundamental principles that characterise
successful health intervention programs when taking a social determinants approach to
understanding program logic. Social determinants consider the wider issues, such as the cultural,
material, economic and social factors that impact the everyday life of Indigenous Australians.
These include connection to family, community, country and culture; educational attainment;
employment; racism; housing; interaction with government systems: contact with the criminal
justice system and access/treatment within the health system (Osborne et al., 2013). There are
complex and multi-directional causal pathways between social determinants and health but
establishing direct causal relationships between social determinants and health outcomes is not
always possible. However, making causal inferences are possible. This is done by linking the
activity of the program with other factors that are known to be associated with improved health
(Biddle & Cameron, 2012).
At this point, the solution appears simple: both Indigenous health and long-term
expenditure issues will improve when the principles in Figure 1.1 are applied to health programs
targeting Indigenous audiences. Unfortunately, it is not so simple. Indigenous audiences resist
health planning and behaviour change interventions (McPhail-Bell et al., 2016) initiated by the
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Australian Government, due to a long history of harsh domination and an attitude that they know
what is best for Indigenous peoples.
Figure 1.1 Principles of culturally appropriate Indigenous health programs

(Adapted from Osborne et al., 2013)
1.1.3 Social fabrication and Indigenous Australian resistance to healthcare
Healthcare for Indigenous Australians has historically been provided under a social
fabrication regime. The term ‘social fabrication’ is used to describe the process of systemising
new belief structures (Kennedy & Parsons, 2014). From the beginning, the Australian
Government did not codify existing Indigenous Australian structures into healthcare but
attempted to change the moral, value and belief structure of Indigenous Australian society.
Changes in the moral structure were achieved through non-Indigenous religion being forced
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upon Indigenous communities (Woolmington, 1986). Values and beliefs were changed by
presenting erroneous scientific/medical data (McGregor, 1997) and natural phenomena, such as
the positioning of Indigenous peoples in the earlier stages of the evolutionary cycle (Darwin,
1839/1989). The continuation of this process then leads to social engineering3, wherein new
Western4 laws, codes and norms were specifically enabled to change the behaviour of Indigenous
Australians (Australian Human Rights Commission, 2011). Social marketing techniques were
employed by the media (Bamblett, 2011; Roy, 2013; Stewart, Meadows, Bowman, van Vuuren,
& Mulligan, 2010; Waller, 2010) to reinforce Governmental social engineering and the altered
belief structure.
Much of the historical health planning enforced on Indigenous Australians has been
founded upon paternalism, resulting in some of the cruellest forms of social fabrication (Fournier
& Crey, 1997; Van Krieken, 1999). Many of these social programs were motivated by a White5
paternalism where, for example, children were removed from their families in ‘their best
interests’ (McPhail-Bell et al., 2016). The historical entanglement of paternalism with
colonisation dispels any assumptions of a benevolent government. From an Indigenous
Australian perspective, government-initiated behaviour change does not then only convey advice
for making better health choices; these government led programs are symbolic of power
relationships, governmental control and the presumed deficiencies, of Indigenous peoples.
Social fabrication, social engineering6 and the resulting social marketing has historically
presented Indigenous peoples as “a group of people who just don’t know what is good for
[themselves]” (Bond, 2005, p. 40) and with ‘nothing to bring to the table’ (Bond, 2005, p. 40) to
contribute to their own health. The colonial imaginings of Indigenous peoples in social
marketing is implicit (Conor, 2016; McCallum, 2011; McCallum & Holland, 2010; McCallum,
3

Social Engineering is: “arranging and channelling environmental and social forces to create a high
probability that effective social action will occur” (Alexander & Schmidt, 1996, p. 1).
4
Western is equated with Western civilization, it is broad term which refers to “a heritage of social norms,
ethical values, traditional customs, belief systems, political systems, and specific artefacts and technologies that
have some origin or association with Europe” (ScienceDaily, 2019, p. 1).
5
‘White’ or ‘Whiteness’ does not simply refer to “white people”, whiteness refers to the organising
principles which maintain power and access to the privilege of white people (Leonardo, 2007).
6
While social engineering is acknowledged, it is not discussed in detail within this thesis. This is not a
thesis about social engineering, it is a historical and political categorisation through a lens of social marketing.
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Meadows, Waller, Breen, & Reid, 2012), generating a negative discourse based mostly on the
pathologising of Indigenous peoples (Parsons, 2010). When Indigenous health statistics are
presented routinely to explain health inequality (Bond, 2007), this is much the same as the
colonial reasoning that Indigeneity was the cause of disease contamination. Indigenous
Australian health problems are presented as inevitable and normal (Bond, 2007). Indigenous
scholars have criticised the practice of using identity to control Indigenous peoples (Bolt, 2010)
and perpetuation of racial stereotypes (Bond, 2005). The response to this form of health planning
is distrust and resistance, for example, to a smoking cessation program, one Indigenous exsmoker stated:
I used to think they were forcing it on the people to watch it on TV. I just seen it as the health department
taking your choice away, your freedom. . . your right. Whether it’s because me being an Aboriginal woman
you know, the White man being authority all the time. . . I don’t know, but I just see it as the White man
telling us you can’t do this, you can’t do that. I think I might have tended to smoke a little bit longer. I was
saying to Maureen, ‘They’re not going to tell me to give up smoking.’ I want it to be my choice. (Bond,
Brough, Spurling, & Hayman, 2012, p. 571)

Why is it the case that systematic health planning has come to be associated with
repressive activities from an Indigenous Australian perspective? Why has the idea of health
planning itself come to be viewed as an anti-Indigenous activity? More to the point, does the
process of health planning have to compromise the freedom of Indigenous Australians? It is a
matter of eradicating social engineering or social marketing? No! What is needed is a responsible
epistemology. A responsible epistemology is one which realises that planning cannot be logically
removed from interpretation, and therefore a planner must be fully aware of the ‘epistemological
grid’ (Foucault, Faubion, & Hurley, 1998) that underpins any Indigenous social world when
health planning is initiated (Dietrich, Trischler, Schuster, & Rundle-Thiele, 2017). At this time,
however, the development of genuine sensitivity to the epistemological assumptions of health
planning does not appear to be of significant importance to health planners. From an Indigenous
Australian perspective, a new approach to health planning is required.
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1.1.4 A new image of Indigenous health planning
Both social engineering and social marketing, when employed with epistemological
responsibility, have the potential to solve complex health problems facing Indigenous
Australians. If social engineering and social marketing approaches were to be used for health
planning, how would the modified rendition look? Health policy formation itself would be
understood as being a part of the social process (Wilson, 2008), instead of merely being viewed
as a rational necessity or outgrowth of social destiny. The primary product of health planning
would be the formulation or constitution of a popularly supported, i.e., historically constituted,
course of social action. The unfolding of any particular health plan would, therefore, be
understood to be the result of the motivations and interests of the participants. Self-motivated
planning is believed to be true social engineering, in that Indigenous Australians would monitor
their own developmental progress, instead of merely adjusting to a set of health demands that are
not necessarily relevant (Murphy, 1981).
Social marketing has much potential in the current context as it allows for a deep
understanding of people (Andreasen, 1994; Kotler & Zaltman, 1971; Lefebvre & Flora, 1988),
then a building of policies, programs, behaviour change campaigns, etc., around those
understandings, rather than thinking about what Indigenous peoples need from a non-Indigenous
perspective (Dietrich, Rundle-Thiele, Schuster, & Connor, 2016). It brings measurement and
evaluation, with its potential to produce long-term results. Social marketing can measure how
different Indigenous peoples lives are, after a health intervention (French & Gordon, 2015). The
sort-term costs are higher, but when the outcomes of shifting power relations are measured, a
focus can be made on the things that do work. Therefore, the things that do not work can be
discarded. In terms of government spending, it is going to be much more efficient in the longterm. Furthermore, social marketing, regardless of the existing power structures, has shown to
produce some positive health outcomes for Indigenous populations (Kubacki & Szablewska,
2019; Madill, Wallace, Goneau-Lessard, Stuart MacDonald, & Dion, 2014), which is discussed
in more detail in Chapter 2.
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1.1.5 Biopower and governmentality
At the core of this discussion is the issue of power relationships between Indigenous
Australians and the Australian Government. To discuss ‘power’ in this context, the thesis will
generally adopt a Foucauldian governmentality approach and look particularly at its biopolitical
dimensions. Biopower involves the “subjugation of bodies and the control of populations”
(Foucault, 1978/1991a, p. 140). Whereas the invasion and subsequent colonisation of Australia
targeted the physical bodies of Indigenous Australians (Pels, 1997), the modern forms of
biopower are much more multidimensional and indistinct. Biopower no longer operates
unilaterally over the entire Indigenous Australian population through a hierarchy of forcible
servitude but through the values, aspirations and freedoms of Indigenous Australians themselves.
The modern techniques of governing, Butler argues, “operate diffusely, to dispose and order
populations, and to produce and reproduce subjects, their practices and beliefs, in relation to
specific policy aims” (Butler, 2006, p. 52).
Layered within the concept of biopower is Foucault’s (1979) theory of governmentality
(Foucault, 1978/1991a), which is understood here as a fine balance between the mechanisms of
rule-by-force power and mechanisms of the consent-inducing self . There is a shift in the way
populations are governed which result in particular forms of citizenship. There is a belief that the
coercion of citizens in not necessary because they are rational and responsible people who will
adhere to the expert knowledge and consensually govern themselves (Rose, 1999). The goal of
producing industrious and self-interested citizens entailes altering the conduct and habits of
Indigenous Australians
In this discussion, health planning is viewed as an employment of governmentality and
biopolitics who’s goal it is, to control the Indigenous Australian population. The aim of
biopolitics is to enhance and improve the life, health and wealth of peoples and to manage their
death (Foucault, 1978/1991a). What each citizen is expected to do for society “is to live, to work,
to produce, to consume; and sometimes . . . to die” (Foucault, 1988, p. 152). Indigenous peoples
are expected to do the non-Indigenous ‘living’ of those with power. Indigenous Australian lives
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are also guided and administrated through health services, who are viewed as forums of
biopolitics. This governance is also actively participated by Indigenous peoples themselves.
1.2 Statement of the problem to be investigated
At the core of this discussion is the tension of implementing social marketing health
programs while respecting the culture and history of the Indigenous Australian communities.
Unfortunately, there remains little recognition of the power inequalities between the lives of
Indigenous Australians and social marketing health interventions or the paradoxical possibilities
that the practice of social marketing may be promoting inequalities among the ‘disenfranchised’.
To date, there appears to be little critical discourse regarding social marketing healthcare to
Indigenous Australians. The consequences related to power inequalities in health planning
include the resentment and resistance to health promotion messages (McDonald, Slavin, Bailie,
& Schobben, 2011) and resistance to healthcare efforts to change behaviours or to comply with
the dominant non-Indigenous value systems (Ogwang, Cox, & Saldanha, 2006). To understand
these consequences more fully, the current study will aim to answer the question:
What are Indigenous Australian perspectives of Social Marketing?
In relation to this, the following research questions are addressed:
•

What are some lessons we can learn to design better Indigenous health planning
programs?

•

How has institutional power impacted social marketing campaigns for Indigenous
peoples?

•

In the design of social marketing programs for Indigenous audiences, what are some
of the factors that will help to make it more culturally appropriate?

Using a critical social marketing approach (Gordon, 2011; Hastings & French, 2009), the
thesis will explore how Western social marketing engages with Indigenous Australian market
segments. At the heart of this discussion is an analysis considering when targeting Indigenous
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Australian audiences with social marketing campaigns, most social marketing fails to take an
omnibus lens of context into account, due to the power structures. The thesis argues that when
the research is carried out in a culturally appropriate manner, such as using Indigenous research
methods (Smith, 1999, 2005), it shows deep respect and knowledge of what constitutes
Indigenous Australian wellbeing (Grieves, 2009). A process-oriented approach to social
marketing is, therefore, required when engaging with Indigenous Australian market segments.
Overall, critical theory (Horkheimer, 1972; 1982 ) guides this methodology. Indigenous
epistemologies (Smith, 1999, 2005) sought to decolonise conventional Western methodological
frameworks by employing Indigenous ways of knowing (Grieves, 2009; Hart, 2010; Lock, 2007;
Neale, Kleinert, & Bancroft, 2000; Wilson, 2008) and presenting the results from an Indigenous
perspective using Indigenous standpoint theory (Nakata, 2007). Data collection draws on
qualitative research methods (Mason, 1996; Strauss & Corbin, 1990), using a multiple case study
approach (Stake, 1995, 1998), which was based on Indigenous holistic (Bohm & Hiley, 1977;
Wilson, 2008) and relational perspectives (Wilson, 2008), and Dadirri (Atkinson, 2001), an
Indigenous way of respectfully listening. Data analysis required a Foucauldian
(Governmentality) theoretical framework and thematic analysis. Phenomenology (Struthers &
Peden-McAlpine, 2005), social constructionism (Burr, 2015) and reflexivity (Creswell & Miller,
2000)were used to guide the emerging categories. Indigenous ethical and protocol standards
were required to conduct the research in a culturally appropriate manner (Durie, 2004; Janke,
2009).
1.3 Structure of the thesis
Chapter 1 introduces Indigenous perspectives of Government healthcare interventions.
The key concepts and principles, surrounding the tension between the Australian Government’s
use of social marketing in healthcare and Indigenous Australian audiences, are introduced. The
core problem is identified, and a deeper understanding of the relevant issues is proposed, through
the employment of critical discourse and Indigenous methodologies.
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Chapter 2 is the first of two literature review chapters, discussing the positive and
negative effects of social marketing health programs specifically targeting Indigenous
Australians. It is important to read the Chapter 2 literature review before the Chapter 3 literature
review. Chapter 3 provides an historical power dynamic, which is critical to the understanding of
power issues in social marketing, discussed in Chapter 3. Chapter 3 is a review chapter on social
marketing and Indigenous people. It discusses issues of power imbalance, social marketing
programs targeting Indigenous people and a general lack of holistic approaches.
Chapter 4 draws upon Indigenous ways of knowing to justify the research method.
Qualitative research methods are employed, including phenomenology, social constructionism,
postmodernism, Indigenous standpoint theory and reflexivity. In this chapter, the multiple
embedded case study approach is explained. Michael Foucault and his theory of power and
governmentality is used to analyse social marketing discourse
Chapter 5-7 presents the three case study results: (1) the Northern Territory Emergency
Response (NTER) case study; (2) the Birthing on Country project; and (3) the Narrandera
Community health project. Chapter 8 then concludes with a discussion of the key findings and
concluding remarks.
1.4 Scope of the study
The study focused on understanding the essence of the research problem (Strauss &
Corbin, 1994). For the researcher to understand and explain the situation with an in-depth
holistic view of the research problem, a case study approach was chosen (Baxter & Jack, 2008;
Tellis, 1997). While there is no ideal number of cases, after consider the limited availability of
resources, the study timeframe, and the realistic estimation of case availability: three cases were
chosen to answer the research question, (Darke, Shanks, & Broadbent, 1998; Perry, 1998). Three
cases allowed the researcher to choose cases that aligned with examples of (1) downstream, (2)
midstream and (3) upstream social marketing. The access of suitable case study participants
associated with social marketing programs, turned out the most challenging step in the entire
data collection process (Walsham, 2006).
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1.5 Summary
In summary, this study works to demonstrate an in-depth understanding of the core
reasons why health planning for Indigenous Australian audiences has limited results through
behaviour change programs such as social marketing. To date, social marketing has generally
been perceived as a negative experience by Indigenous Australian audiences, due to a long
history of harsh dominance by the Australian Government. In explaining how Indigenous
Australian audiences perceive social marketing, progress could be made to realise the full
potential of social marketing within this context. To present Indigenous perspectives of social
marketing, the project adopted Indigenous ways of knowing, Indigenous epistemologies,
Indigenous standpoint theory, Indigenous holistic and relational perspectives, and Indigenous
ethical and protocol standards. The research is qualitative in nature, employing phenomenology,
social constructionism, postmodernism, reflexivity, and a multiple embedded case study
approach. The next chapter will now discuss health planning, behaviour change programs and
the results, to Indigenous Australian audiences.
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Chapter 2 –Indigenous holistic health and its challenges
The road to hell is full of good intentions -- Saint Bernard of Clairvaux (1091-1153)

2.1 Introduction
There is an estimated worldwide population of between 300 million (Fuchs, 2004) and
370 million (The World Bank, 2019) Indigenous peoples. Belonging to 5,000 different groups, in
90 of the world’s countries, Indigenous peoples live in every region of the world, representing
about 5% of the global population, with about 70% living in Asia (Amnesty International, 2019).
Among these groups is a rich diversity of culture, religion, tradition, language and history; yet
they are still among the world’s most marginalized population groups. Consistently, Indigenous
peoples from every part of the world, are found to have a significantly lower health status when
compared to non-Indigenous population groups (Government of Canada, 2018; Hanley, 2006;
Ohenjo et al., 2006; Pan American Health Organization, 2002; Wilkinson & Marmot, 2003).
According to the International Working Group on Indigenous Affairs, “Indigenous peoples
remain on the margins of society: they are poorer, less educated, die at a younger age, are much
more likely to commit suicide, and are generally in worse health than the rest of the population”
(The International Work Group for Indigenous Affairs, 2006, p. 10).
In the high-income Western countries of the United States, Canada, New Zealand and
Australia lives an estimated seven million Indigenous peoples (Secretariat of the Permanent
Forum on Indigenous Issues, 2009). A common British colonial history is shared by these four
nations which started between 400 and 500 years ago for the US and Canada and about 240 years
ago for Australia and New Zealand (Pulver et al., 2010). The Indigenous experience of
colonisation parallels across the four nations with stories of colonial control. Indigenous peoples
from all four nations agree, that the present day health status and challenges faced by Indigenous
peoples is a direct result of the oppressive historical treatment (Pulver et al., 2010). Officially,
the profound health gaps that continue between Indigenous and non-Indigenous populations is
something all four nations are striving to overcome. While this discussion will be relevant to the
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Indigenous peoples of all four countries, the primary focus will be on the Indigenous peoples of
Australia.
Indigenous Australian social issues include national imprisonment rates 13 times higher
than that for non-Indigenous adults (Australian Bureau of Statistics, 2016c) and a life expectancy
deficit between Indigenous and non-Indigenous peoples of 7.8 years for women and 8.6 years for
men, between 2015-2017 (Australian Bureau of Statistics, 2018). Another alarming statistic is
that Indigenous women are thirty times more likely to require hospitalisation for physical
violence than non-Indigenous women (Commonwealth of Australia, 2017). The Australian
government claims these and other statistics are the motivation behind social change programs.
The Indigenous employment rate was at 46.6 per cent in 2016 (Commonwealth of Australia,
2018), motivating the government to further develop human resources. In a related effort, the
government stimulated Indigenous economic development by driving demand for Indigenous
goods and services (Department of the Prime Minister and Cabinet, 2015). While the motivation
to help Indigenous Australians to make positive change is commendable, the change should be
allowed to happen in a culturally appropriate way and at a culturally acceptable pace. This could
help avoid unintended negative consequences and resistance.
Indigenous Australians are a minority, representing an estimated 3.3% of the total
Australian population (Australian Bureau of Statistics, 2016b). This means the morals, values
and beliefs of dominant Western health services are not necessarily a reflection of the morals,
values and beliefs of Indigenous Australians. Western health services are profoundly different,
having been informed by a Western view of history, propagated from different ontologies (ways
of being), and having different cultural understandings and practices. The dominant Western
culture overwhelmingly constructs Indigenous Australian health as insignificant, inherently selfdestructive, deviating from the Western norm and in need of welfare (Bacchi, 2009; McPhailBell et al., 2016; Proudfoot & Habibis, 2015; Thomas, 2004). Health planners and services,
therefore, often adopt the mistaken belief that only Western professionals can assist Indigenous
Australians to become more like the norm (Foucault, 1978; Rabinow & Rose, 1994), and hence
to enjoy a higher quality of life. However, Indigenous Australians can’t ‘un-be’, which is why
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health planners must consider Indigenous perspectives of health if they are to advance (Grieves,
2009).
Behaviour change programs targeting Indigenous Australian health need to be discussed
within the holistic framework of government-initiated behaviour change, including the spectrum
of Indigenous experiences and perspectives resulting from historical government-initiated
behaviour change programs. Examples of changing Indigenous Australian behaviour are not
exhaustive; the examples given provide a broader context in which to view social marketing
approaches with Indigenous Australians. The examples given are outstanding examples of
fabrication by the Australian government, which are commonly known by Indigenous
Australians. Before we discuss these examples, we first need to understand how Indigenous
peoples view health.
2.2 Indigenous Australian concepts of health
Indigenous Australian health has been described as holistic. ‘Indigenous holistic health’
can be considered the essential element for improving Indigenous Australian health (Lock,
2007). It is considerably different to non-Indigenous Australian approaches to health
(Wanganeen, 1994). Brown (1999) portrays an embodiment of holism by Indigenous Australian
people, asserting holism is “central to understanding Indigenous peoples” (p. 221). Dillon
(1999), asserts that a holistic approach is paramount in promoting health and well-being for
Indigenous family and community health needs. The National Aboriginal Community Controlled
Health Organisation also emphasises the importance, claiming a holistic approach is essential to
address issues such as alcohol abuse, violence and discrimination (National Aboriginal
Community Controlled Health Organisation, 2003). The frequency and weight of these
assertions in the literature warrants a clearer understanding of the concept of Indigenous holistic
health, if health planners are to provide effective health services to their target audience.
The National Aboriginal Community Controlled Health Organization (NACCHO)
constitution provides the following definition for ‘Aboriginal health’, as amended 9 March 2006,
(NAHS) 1989:
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Aboriginal health means not just the physical well-being of an individual but refers to the social, emotional
and cultural well-being of the whole Community in which each individual is able to achieve their full
potential as a human being thereby bringing about the total well-being of their Community. It is a whole of
life view and includes the cyclical concept of life-death-life. (Commonwealth of Australia, 2013, p. 9)

This definition suggests that the wellbeing of the community is brought about by
individuals being empowered to reach their full potential. Given this broader context of health,
the concept raises one fundamental question: what are the deep-rooted barriers to human
potential? There are many universal barriers, some of these include: prejudice, intolerance,
deprivation, inequality, discrimination and exclusion. Logically, health can be improved by
addressing the deep and persistent, discriminatory social norms and laws, and by eliminating
unequal access to political participation that hinders potential. Swan and Raphael (1995) provide
further clarification on the Indigenous Australian concept of holistic health:
This holistic concept does not merely refer to the “whole body” but in fact is steeped in the harmonised
inter-relations which constitute cultural well-being. These inter-relating factors can be categorised largely
as spiritual, environmental, ideological, political, social, economic, mental and physical. Crucially, it must
be understood that when the harmony of these interrelations is disrupted, Aboriginal ill health will persist.
(Swan & Raphael, 1995, p. 19)

An Indigenous Australian perspective of health considers the harmonious whole
perspective. This is particularly relevant to programs designed to change Indigenous people’s
behaviour. Behaviour change programs are not viewed by Indigenous Australians as simply
stand-alone projects, they are viewed by the way they fit into the whole perspective of
Indigenous life, including the past and future7. The view is also that taken by the New Zealand
Māori (Marsden, 2003; Morgan, 2003). Health planning does not only involve the immediate
issues that may be affecting Indigenous health but also the historical, political, and social factors
that impact health (Lutschini, 2005). Recognising the personal and intergenerational effects of
7

On a cautionary note, Indigenous Australians are not a homogeneous group. Diversity exists between
Indigenous communities, including differences in cultural approaches to health; these themes will not apply to all
Indigenous Australian people.
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colonisation and the holistic nature of health is essential (Bhattacharjee & Maltby, 2017) in the
planning of health programs.
Table 2.1: Holistic social connections with Indigenous Australian health
Social
determinants
effecting health
Education
Positive
connection with
family,
Indigenous
community,
country, and
culture

Employment

Housing
Racism
Access to health
care and contact
with the criminal
justice system
Health behaviours

Findings

References

Association between educational attainment and indicators of
wellbeing for Indigenous Australians
A positive connection with family, Indigenous community,
country, and culture, is associated with social and emotional
wellbeing and health for Indigenous Australians.
Conversely, A disconnection from family and community (as
enforced by the state, for example among the Stolen
Generations) or a negative connection with family and
community, characterised by high levels of dysfunction,
breakdown of social norms and abuse, is significantly related to
negative health behaviours and poor health and social and
emotional wellbeing among Indigenous Australians
Indigenous Australians and those not participating in the labour
market are more likely to experience poor health than those who
are employed.
Mothers’ employment was associated with better health of their
children.
It can be assumed from previous research that improving the
health hardware safety of houses would promote better health
Racism is experienced by a significant proportion of Indigenous
Australians and operates through several pathways to affect
health and wellbeing negatively.
Inequities in access to adequate health care and higher levels of
contact with the criminal justice system (such as higher levels of
incarceration) have been clearly linked with negative health
outcomes.

Biddle and Cameron
(2012)
Biddle (2011); Dockery
(2011); Guerin, Guerin,
Tedmanson, and Clark
(2011); Kingsley,
Townsend, HendersonWilson, and Bolam
(2013); Kingsley,
Townsend, Phillips, and
Aldous (2009)

Negative health outcomes among Indigenous Australians can be
linked with health behaviours such as poor nutrition, low
physical activity, smoking and consumption of alcohol.

Lowry and Moskos
(2007); Ewald and
Boughton (2002)
Pholeros, Rainow, and
Torzillo (1993)
Pulver et al. (2010)
Griew, Tilton, Cox, and
Thomas (2008);
Kariminia, Butler, Jones,
and Law (2012); Krieg
(2006)
Australian Bureau of
Statistics (2006); Brady
(2004)

(Adapted from Osborne et al., 2013)
Holistic perspectives are not new to social marketing; the literature acknowledges a need
to progress beyond behaviour change programs that only target individuals, exploring the effects
of targeting the social determinants of individual behaviour (Brennan, Binney, Parker, Aleti, &
Nguyen, 2014; Brennan & Parker, 2014; French & Russell-Bennett, 2015; Hastings & Domegan,
2013; Kennedy & Parsons, 2012; Kennedy, 2015; Kubacki et al., 2015; Szablewska & Kubacki,
2020). Upstream social marketing (Section 3.1.2) may also be considered an holistic approache
(Donovan, 2011; Gordon, 2011; Hastings & Angus, 2011; Spotswood, French, Tapp, & Stead,
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2012). An ethnographic study by Hargreaves (2011) suggests that a narrow view of social
change is employed in behaviour change programs, rather than a holistic approach which takes
into account the broader complexities of life. Health planners have been using tools that allow
for the incorporation of holistic health perspectives, but on closer investigation the tools appear
to be used for government agendas, other than the promotion of full human potential. Some of
those programs will now be discussed.
2.3 Government initiated change impacting on Indigenous health
While government representatives seem willing to admit that direction of government is
grounded in clear policies and vision, they are not willing to concede that they deliberately
intend to change the behaviour of populations, to realise their vision (Herman & Chomsky, 2002;
Hunter, 2006). Australia’s national cultural identity is troubled by its unwillingness to confront
its Indigenous history. The distorted representations have led to many attempts of government to
force behaviour change, systematic rituals of humiliation and surveillance (Australian
Indigenous Doctors’ Association, 2010; Bielefeld, 2014; Bray, 2016). The primary tensions lie in
the context of a long history of interventions made upon Indigenous Australians, leading to
ongoing resentment and resistance to any Government initiative, including health promotion
messages (Bond et al., 2012). This is not surprising considering the scale and magnitude of
fabrication.
What follows are four selected fabrications that have led to legal and health outcomes.
There are many examples to choose from. While they are presented here as separate examples,
they form into a long history of racism, impacting negatively on Indigenous Australian health.
These examples have been selected as a way to aluminate, from the invasion of Australia staring
in 1788 through to the mid twentieth century, a systematic structure of overreaching power
imbalance.
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2.3.1 Terra nullius
Long before the first British settlers arrived, Australia had an Indigenous population with
advanced agriculture and fishing technologies. They lived in long-term dwellings, farmed grains
and yams on extensive areas of land, and their management of the land was sustainable (Pascoe,
2018). The Gunditjmara people from the Lake Condah area in Western Victoria built permanent
stone houses of basalt stones and rocks (Mcniven, Dunn, Crouch, & Gunditj Mirring Traditional
Owners Aboriginal Corporation, 2017). The Djargurdwurung people from the region near
Campertown in Western Victoria (Dawson, 1881) and the Yawarawarka people in the north-east
of South Australia (Basedow, 1925), built dwellings with stone walls. In the Warringah area
north of Sydney, spacious, elongated shelters that housed up to ten people were built for shelter
during the cold winter months (Memmott, 2007). Recently, stone structures on Rosemary Island
in Western Australia, traditional lands of the Martuthunira people, have been identified as the
earliest Australian stone habitation structures, dated at over 8,000 years old (McDonald & Berry,
2017). The evidence suggests a village of people lived in this area, and the structures were used
as shade, windbreaks or shelter from wet weather.
However, fabricated Australian history presents Indigenous Australians surviving in a
land without domestic plants or animals, living a nomadic hunter-gatherer life, trapped in the
Stone Age, unlikely to develop any forms of technology, and having no readily identifiable
hierarchy or political order with whom the British Government could negotiate (Reconciliation
Australia, 2001). Presenting Indigenous Australians as primitive hunter-gatherers, too primitive
to be managing the land, allowed for a loose connection to the land, rather than ownership of the
land.
Approximately 750,000 Indigenous Australians lived in Australia in 1788 (Aboriginal
Heritage Office, 2018). As a way of justifying their genocide, the British settlers put forth the
idea of a White Australia and the virtual extinction of the Indigenous Australian population; “the
native land was declared desert and uninhabited, later represented as terra nullius, and the
various nations declared uncivilized” (Bourke, 1998, p. 40). The British Government led
colonists to believe the land was being acquired because it was terra nullius (Latin: nobody’s
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land). The notion of terra nullius relied upon denigrating accounts of Indigenous Australians. It
presumed Indigenous Australian culture as inferior and British societies as superior (Buchan &
Heath, 2006; Darwin, 1839/1989). The British settlers gradually “decimated Indigenous
population groups, obliterated their cultures, and challenged their survival and identity” (Bourke,
1998, p. 40). Colonial governors granted land and “ordered their troops to kill Indigenous
peoples and to kidnap their children as unpaid labourers; they ordered their troops to strike the
blacks with terror or teach them by terror” (Kiernan, 2007, pp. 254-273).
It wasn’t until the High Court’s Mabo judgment in 1992, over two hundred years later,
that the terra nullius fiction was finally overturned. However, in the same judgment, the British
assertion that there was only one sovereign power and one system of law in Australia in 1788,
was upheld by the High Court (Reconciliation Australia, 2001). Ongoing fabrications such as
these about Australian history provides weight to the longstanding debates about the Australian
national character.
2.3.2 A doomed race
The theory that Indigenous Australians belonged to a ‘doomed race’ then manifested
itself between 1850 and 1890. Much the same as terra nullius, anthropological studies now
argued Indigenous Australian ‘primitiveness’ handicapped the social transition to a ‘more
advanced’ British culture (Thomas, 2004). The ‘doomed race’ theory became so firmly
established in the beliefs of the mainstream non-Indigenous Australian population, that it
contributed significantly to the widely accepted racist ideologies of a colonial government
(Thomas, 2004). It wasn’t until the late 1930’s that the ‘doomed race’ theory was scientifically
challenged (Thomas, 2004). A paternalistic administration was then sustained over the
Indigenous Australian population by the Australian State and Federal Governments, including
the minimal allocation of funding, providing only for palliative healthcare services and minimal
funding required for the short time that remained (Thomas, 2004). The pinnacle of infantilising
Indigenous Australians was when they became wards of State Governments, with each
government appointing a Chief Protector of Aboriginals, who supervised every aspect of their
lives (Thomas, 2004).
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Jan Kociumbas (2004) comments that
by dwelling on smallpox and other infectious diseases as faceless killers, colonialists and historians
directed attention away from more overtly murderous acts such as shooting and poisoning. In particular,
the 1789 epidemic laid the foundation for the notion that Aboriginal people were not killed outright but
owing to their own personal weaknesses and cultural flaws, sadly just ‘faded away.’ It was as if smallpox
was nothing more than the first stage in the tragic but necessary workings of evolutionary law, annihilating
all species slow to ‘adapt.’ (p.82)

The colonial political discourse focused on the conflicts among Indigenous peoples, the
lack of healthy conditions, and the behaviour of Indigenous peoples, blaming these issues for the
destruction of Indigenous communities. Although openly engaging in eradicating the Indigenous
peoples, settlers and their descendants were arguing that “Indigenous society was not destroyed
by the Europeans but collapsed under the weight of its own pathologies” (Moses, 2004, p. 15). In
other words, the suggestion is that the destruction of Indigenous communities was not wrought
by British settlers; that it was the Indigenous communities’ own behaviour that caused their own
destruction: “Coupled with emphasis on intertribal killings, alcoholism, unhygienic living
conditions and, more recently, deaths in police custody, the result has been to blame the victims
of their own demise” (Kociumbas, 2004, p. 82).
2.3.3 The stolen generations
In all Australian states a policy for removing ‘mixed blood’ Indigenous Australian
children was introduced. The policy was based on fabricated dangers of hybridity, between the
‘civilised’ and the ‘savage’ (Krieken, 2004). Legislation was introduced in all Australian states
between 1886 and 1909, with the laws being strengthened around 1915. By removing Indigenous
children from their parents, knowledge, tradition, language, dances and spirituality could not be
passed on to the next generation. Breaking the circle of life was an attempt to quickly end
Indigenous culture and fix ‘the Aboriginal problem’ (Korff, 2019). The state then became the
legal guardian of all children of Indigenous Australian decent. Indigenous Australian parents lost
their common-law rights over their children.
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Thousands of Indigenous Australian families had children forcibly taken as part of
government policy, this whole process being legitimised by religious based organisations and
federal institutions that were setup as homes for these so-called orphans. Children were to be
removed to a mission, a child welfare institution, or if they had sufficiently light‐skin, they were
to be fostered to a non-Indigenous family (Pilkington, 1996). Western values were forced on
Indigenous Australian children, according to the detailed evidence of a 1997 Human Rights and
Equal Opportunity Commission report. The number of children removed under this policy is
unclear, estimates suggest that between the period of 1910-1970, from one in three and one in ten
part‐descent children were affected by the removal policy (Wilkie, 1997). The stolen generation
policies were officially abandoned in the 1960's but it was not until 1980 that hoes for
Indigenous Australian children were closed (MacDonald, 1994). The children affected by this
policy are commonly known as the stolen generations.
2.3.4 Compulsory income management
While income management has largely escaped public scrutiny, it is a significant
experiment in paternalistic welfare. In 2007, the Australian Government introduced income
management to control how targeted people can spend a portion of the income received from
government transfer payments (Parsons, Katz, Macvean, Spada-Rinaldis, & Shackleton, 2016).
The amount of social security benefit given to an individual is limited to a proportion of the total
payment which cannot be used to purchase alcohol, tobacco, or pornographic material, or spent
on gambling. The restricted funds are made available through a type of debit card, also known as
a BasicsCard, which can only be used for the purchase of non‑excluded items and only used at
approved merchants. The scheme was originally part of the ‘Northern Territory Emergency
Response’ (NTER), which targeted identified Indigenous communities in the Northern Territory.
The original behaviour aim of income management, within the context of NTER, was to force
parents to spend their welfare payments on their children (Parsons et al., 2016).
Evaluations of income management programs have not convincingly demonstrated that
they had achieved their aims (Bray, Gray, Hand, & Katz, 2014; Cox, 2011; Department of
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Families Housing Community Services and Indigenous Affairs, 2013). A lack of baseline studies
restricts any conclusive findings linking income management with the wellbeing of Indigenous
Australian children; the inability to conduct randomised controlled trials (or quasi-experiments);
and the inability to measure the impact of income management as a single intervention (Parsons
et al., 2016). The research currently available is based on the perceptions of those interviewed in
communities. Anecdotal data shows a range of both positive and negative impacts as a result of
income management, yet the negative consequences are of concern. There have been several
evaluations of these policies. The most substantial evaluation of income management policies
summarised their findings:
A wide range of measures related to consumption, financial capability, financial harassment, alcohol and
related behaviours, child health, child neglect, developmental outcomes, and school attendance have been
considered as part of this evaluation. … Despite the magnitude of the program the evaluation does not find
any consistent evidence of income management having a significant systematic positive impact (Bray et al.,
2014, p. 316).

Social behaviour change programs have the potential for governments to enable positive
health behaviours to populations. For Indigenous peoples, the income management example of
social behaviour change programs highlight how modern technologies are being used to
assimilate Indigenous peoples into Western values rather than using it to support and empower.
Social behaviour change programs appear to be used by the Australian government to force
behaviour change rather than consulting with Indigenous Australians.
2.3.5 Health impacts
Indigenous Australian concepts of holistic health suggest that wellbeing is attained when
individuals can achieve their full potential as human beings. Presenting fabricated inaccuracies
has shaped the Australian social ideology, which has led to deprivations and inequalities,
discrimination and exclusion; prejudice and intolerance towards Indigenous Australians that
hardly provides an environment for human beings to reach their full potential. The impacts are
wide reaching. Hunter (1991) argues that high rates of alcohol abuse, inter and intra-cultural
violence, and high rates of attempted and successful suicide stem from the process of
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acculturation and violence inflicted on Indigenous Australian culture by the British invasion,
through systematic massacres and the removal of generations of Indigenous children from their
families and communities. The Bringing them Home: National Inquiry into the Separation of
Aboriginal and Torres Strait Islander Children from their Families Report by the Human Rights
and Equal Opportunity Commission (Wilkie, 1997) links many of the present problems of
Indigenous Australians: such as high rates of alcoholism, unemployment, imprisonment, health
difficulties, and family violence; with the stolen generations. The Royal Commission into
Aboriginal Deaths in Custody (1991) recognised the interrelatedness between early separation of
Indigenous children from their families and later contact with correctional facilities.
Overt racism continues to be a major problem affecting health. Racism can be defined as
“organized systems within societies that cause avoidable and unfair inequalities in power,
resources, capacities and opportunities across racial or ethnic groups” (Paradies et al., 2015, p.
2). A survey by Ferdinand, Paradies, and Kelaher (2013) found sixty-seven per cent of
Indigenous Australians reported having something thrown at them or spat at, and eighty-four per
cent said they had been subject to verbal abuse or swearing. They also found that twenty-nine per
cent of respondents experienced racism in healthcare settings, thirty-five percent in housing,
fourty-two per cent in employment and sixty-seven per cent in shops. Not all racism is overt or
intentional. Institutional racism is apparent in “organisational cultures that adopt a majority
culture’s ways of working, and as a consequence, systematically act against those in a nondominant culture” (Henry, Houston, & Mooney, 2004, p. 517). An example provided by Holland
(2016), often unrecognised as institutional racism, is the failure of health services to ask patients
whether they are Indigenous Australian, possibly because the question is considered awkward to
ask or the patient does not look like an Indigenous Australian.
Regardless of whether the racism is intended or unintended, the research results indicated
that a common response for Indigenous Australians when they experience racism is to avoid
being in a similar situations from that point onwards: thirty-five per cent said they usually
responded to discrimination by avoiding the person or situation in which they were treated badly
(Steering Committee for the Review of Government Service Provision, 2013). This reaction to
racism holds direct implications to the availability of healthcare services (Kelaher, Ferdinand, &
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Paradies, 2014). The study found thirty percent of Indigenous Australians did not access health
care services when they needed them (Steering Committee for the Review of Government
Service Provision, 2013). For the people who did not access helth services, the reasons for not do
so included: not liking the service or professional/embarrassed/afraid (22%); felt that the service
it would be inadequate (9%); distrust of service or provider (9%); and discrimination/not
culturally appropriate/language problems (4%) (Steering Committee for the Review of
Government Service Provision, 2013). For counsellors, these barriers were higher (45%) and for
hospitals (27%), when compared with doctors and dentists (23%) (Steering Committee for the
Review of Government Service Provision, 2013).
There is a well-established link between poorer mental and physical health and
experiences of racism (Ferdinand et al., 2013; Kelaher et al., 2014). The avenues from racism to
poor-health, include but are not limited to: reduced access to resources in society such as
education, employment, housing and medical care; an out of proportion exposure to risk factors
such as stress and cortisol dysregulation, which affects mental health (anxiety and depression);
immune, endocrine, cardiovascular and other physiological systems; and injury from racially
motivated assault (Egger & Dixon, 2014; Gee & Walsemann, 2009; Kelaher et al., 2014;
Paradies, 2007).
After considering the impact that racial policy has had on Indigenous Australian peoples,
many Indigenous peoples believe they are the target of genocidal policies (Evans, 1988;
Maykutenner (Vicki Matson-Green), 1995; Wilkie, 1997). The Government does not deny the
dispossession of land, the racist policies, the removal of children from their families, in fact, they
insist the policies were well intentioned at the time (Brunton, 1998; Minogue, 1998). The debate
has become polarised, with one side claiming the British colonisation of Australia was genocidal
and the other side denying it, leading to the ‘history wars’. Moses (2000) concluded, “that the
British colonization of Australia was objectively and inherently ethnocidal and fatal for
Aborigines, and potentially genocidal” (p. 92). The disturbing realisation is that there is
extensive use of modern education, technology, and legal means to obscure crimes against
humanity.
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What is unique about genocide in Australia is not its violence, but its apparent legality and above all its
modernity. It was modern technology that made possible the pace and effectiveness of the killing, and
modern law that provided the judicial niceties that condoned it. [I]t was modern education, not colonial
ignorance that helped create the conditions where official silence and legally-sanctioned cover-ups could
prevail. (Kociumbas, 2004, pp. 98-99)

This proposition is, however, strongly rejected by the current Liberal- National federal
government and conservative commentators. In 1999, Prime Minister John Howard announced
that
present generations of Australians cannot be held accountable . . . for the errors and misdeeds of earlier
generations . . . To apply retrospectively the standards of today in relation to their behaviour does some of
those people who were sincere an immense injustice (House of Hansard, 1999, p. 9207).

While social behaviour change programs are mealy tools for behaviour change, they can
be applied in both positive and negative ways. In some cases, however, they are a deliberate
attempt to mislead populations. Indigenous Australians were presented as uncivilised, primitive,
inferior, victims of their own demise, and a problem to be fixed by a White government. It could
be said that these behaviour change programs targeting Indigenous Australian peoples over time,
has led to the health and social inequities that exist today between those fabricating the stories
and the fabricated.
2.4 Conclusion
This chapter has discussed some of the historical experiences and world views of
Indigenous peoples. Like Indigenous peoples from other nations, Indigenous Australians
generally do not view health like Western peoples. For Indigenous peoples, health is holistic, it is
not one thing, it is a network of factors and when the harmony between those factors is disrupted,
ill-health is part of the result. This is why social marketers need to understand that a single
program is not viewed by Indigenous peoples as a stan-alone thing, it is viewed from the whole
perspective of Indigenous life, including a harsh colonising past and the future. It must be
understood that the Australian government healthcare system has been, and remains,
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instrumental in perpetuating of racial imaginings. Viewing healthcare services from this
perspective places it in a position where it adding to the health problems.
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Chapter 3 - Social marketing and Indigenous Peoples
He who loves practice without theory is like the sailor who boards a ship without a rudder and compass
and never knows where he may cast. (Leonardo Da Vinci, 1452-1519)

There is a vast amount of evidence that changing people’s health-related behaviour can
have a significant impact on some of the most devastating causes of mortality and morbidity and
social marketing is one of the most widely used tools by Governments to bring about behaviour
change (Evans, 2006). Identifying practical social marketing approaches that benefit the
Indigenous Australian population may enable health planners to operate in more productive ways
and achieve greater health benefits with the available resources. This chapter aims to critically
review social marketing in its current form. It will then discuss how social marketing has been
used within the context of Indigenous Australian people and what approaches have previously
been taken. Finally, this chapter will identify the gap within the literature, one that nobody else
has taken, to situate this thesis.
3.1 Social marketing
Within the literature, social marketing has an image of excellence, harmlessly working
for the greater good of mankind by reversing undesirable human behaviours into positive health
and prosperity for all. Social marketing is a powerful behaviour change system with an even
more powerful image, which is why the misuse of power within social marketing is rarely
considered. Even when things do go wrong in social marketing and it is reported in the literature,
they are classified as ‘unintended’ consequences (Spotswood et al., 2012), highlighting a selfprojected wholesome innocence that social marketers naturally possess: too ethical to even think
about deliberately misusing the power of social marketing for their own benefit. This ongoing
lack of self-reporting has prompted some to call for more critical reflexivity (Bettany & Burton,
2006; Tadajewski & Brownlie, 2008). The aim of this chapter is not to express a dislike for
social marketing but to critically review the use of its power.
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3.1.1. Origin of social marketing
When the founder of behaviourism, John Watson, resigned from his academic post at
Johns Hopkins University in the 1920s, he took a position at the J. Walter Thompson advertising
agency (Chamberlin, 2012). The behavioural techniques he developed were used not only for
human understanding but also applied to marketing (Buckley, 1982). Edward Bernays, the
nephew of Sigmund Freud, also came to realize the power that could be attached to
psychological research and also opened an advertising firm (Bernays, 1928). Psychology, which
had begun as a search for the nature of the reality of the human mind, had now become a field
that was used to create realities in the mind, for the purpose of economic profit and political
power (Wolfe, 1968/2012). Following the establishment of psychologically based commercial
marketing, G.D. Wiebe, a research psychologist at the CBS Radio Network in the 1950’s, then
asked the question: “can radio and television sell social objectives as they sell soap?” (Wiebe,
1951, p. 691). Wiebe’s ideas about applying commercial marketing to social issues were then
distinguished in the article by Kotler and Zaltman (1971) that formally launched the social
marketing field.
During the 1960’s, marketing principles played a role in the dissemination of
contraceptive products by international aid agencies in developing countries for family planning
initiatives (Andreasen, 2006). These early conceptualisations were mainly commercial marketing
approaches applied to social causes, in particular, community health. In the 1970’s, the
conceptual process known as social marketing was introduced to explain how social causes could
be more successful through the application of formal marketing analysis, planning, and control
(Kotler and Zaltman (1971). The 1980s saw a time when social marketing searched to
distinguish itself from other social behaviour change practices (Andreasen, 2006). By the 1990’s,
social marketers had moved beyond the initial conceptual ambiguities, laying a solid foundation
to further clarify the field. By the 2000s, it had become a powerful method of improving public
health, safety, community development and the environment (Kotler, Roberto, & Lee, 2002).
Then, during the 2000’s, academic debate reasoned on the need to focus on upstream change, to
leverage policymakers, as well as downstream change, to influence individuals (Andreasen,
2006). In the 2010’s, the International Social Marketing Association, European Social Marketing
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Association, and Australian Association of Social Marketing (2013) adopted the following
consensus definition of social marketing, emphasising the core principle of behaviour change:
Social marketing seeks to develop and integrate marketing concepts with other approaches to
influence behaviours that benefit individuals and communities for the greater social good (p. 1).

3.1.2. Principles of social marketing
A key point about social marketing relevant to this study, is that it can apply not only to
individual people’s behaviour but also to the collective behaviour of professionals, organisations
and those in key positions to influence the political judgements of decision-makers (Kennedy,
Kemper, & Parsons, 2018). Typically, these three levels are known as: downstream, midstream
or upstream. The purpose of the stream illustration is to highlight, that it is often more efficient
to focus upstream, to see what is causing the problem, rather than to fix the downstream
symptoms (McKinlay, 1979).
1. Downstream strategies focus on the individual;
2. Midstream concerns the immediate environment such as home, school, the workplace
(May & Previte, 2016; Zainuddin, Russell-Bennett, & Previte, 2013) and the local
community;
3. Upstream social marketing treats regulators, policy makers, etc., as the target
audience. It attempts to influence them to shape the macro-environment, such as the
mass media, government and distribution of goods and services (Dibb, Carrigan, &
Gordon, 2013).
While these levels may appear to be clearly defined, Hastings (2007) takes a more
holistic approach rather than targeting specific levels, saying it is “not a matter of either upstream
or downstream, but both and everything in between” (p. 108). Generally speaking, a combination
of levels is considered to be the most effective (French, Blair-Stevens, McVey, & Merritt, 2009;
Wymer, 2011).
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Benchmark criteria
The core theoretical elements of social marketing were initially developed by Andreasen
(1994, 2002). According to Andreasen (2002), for an intervention to be classified as social
marketing, it should include at least one of the criteria in Table 3.1. The identification of these
core elements was motivated in part by a need to provide a systematic formula that could be
applied to any intervention or strategy, to see if it could (or could not) be classified as social
marketing. Andreasen stated: “At this stage of the field’s development, I do not argue that
programs must have all six elements in strong measure to qualify for the label ‘Social
Marketing’” (Andreasen, 2002, p. 7). This shows it is not clear how many criteria are essential or
what types of criteria are essential, as many interventions partially apply a social marketing
approach. Regardless, the framework has proven to be an effective tool for evaluating social
marketing campaigns (Department of Health, 2011; Russell-Bennett, 2012; World Health
Organisation, 2012).
Table 3.1: Andreasen (2002) six benchmark criteria
Criteria
1. Behaviour-change
2. Research
3. Segmentation
4. Exchange
5. Marketing mix

6. Competition

Description
Behaviour is the benchmark used to design and evaluate interventions rather than
attitudes.
Projects use audience research to (a) understand target audiences from the beginning of
interventions (i.e., formative research), (b) routinely pre-test intervention elements
before implementation, and (c) monitor interventions as they are rolled out.
There is mindful segmentation of target audiences to provide maximum efficiency and
effectiveness in the use of scarce resources.
Creating appealing and motivational exchanges with target audiences is the central
component of any influence strategy.
The strategy seeks to use all 4Ps of the traditional Marketing mix, for example it is not
just advertising or communications. That is, it creates attractive benefit packages
(products) while keeping costs as low as possible (price), making the exchange
convenient (place) and disseminating strong messages through media relevant to—and
preferred by—target audiences (promotion).
Careful attention paid to the competition faced by the desired behaviour.

Andreasen’s (2002) criteria will be used in the current study to identify the three case
studies investigated. Following is a brief summary of Andreasen (2002) principles of social
marketing as these are the elements used to identify a campaign.

Indigenous Australian perspectives in Social Marketing

Reece George

44

Behaviour change
Behaviour change remains the core principle required in any intervention before it can
claim to be social marketing (Andreasen, 2002; Lefebvre, 2011). This change is brought about
by a sincere understanding of people's lives and the context of their lives. Social marketing then
attempts to negotiate the gap between behaviour change theory and the real-world lived lives of
people, to bring about change (Lefebvre, 2009b). As with commercial marketing, at the centre of
social marketing is the consumers perspective. Yet, while these principles exist, there has been a
constant adjustment as to what can be classified as a social marketing intervention. Interventions
should aim to change people’s actual behaviour, going beyond just addressing information,
knowledge, attitudes, and beliefs. French et al. (2009) stated that social marketing must have “a
clear focus on behaviour, based on a strong behavioural analysis, with specific behaviour goals”
(p.1). The behaviour goals are fundamental for the evaluation of intervention success, they are to
be clear, specific and measurable, with baselines and key indicators established. The behaviour
should be consensually adopted on a voluntary basis by consumers rather than being coerced or
forced in any way.
Research
Formative research is essential for a social marketing intervention (Andreasen, 2006;
Andreasen, 2002; Carins & Rundle-Thiele, 2013; Hastings, 2007). The aim of research is to
provide an opportunity to understand the target audience and tailor the intervention specifically
to their needs. This is a bottom-up approach where the project is driven by a deep and sustained
understanding of the target consumer, which is then informed by psychological theories of
behaviour. However, theory cannot be relied upon alone, as Lefebvre (2009b) points out
“One principle that distinguishes the best social marketers, is an unrelenting understanding, empathy and
advocacy of the perspective of our community that is not slanted by what the theory or research evidence
does or does not tell us” (p.47)

A combination of consumer research and theory are fundamental to understanding what
motivates individuals to act or not act (Grier & Bryant, 2005), including who and what influence
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the targeted behaviour. This may require both qualitative and quantitative research at various
stages of the process (Kotler & Lee, 2008) but the result is more likely to be culturally sensitive
and relevant to the population (Weinreich, 2010). This is an important benefit to the healthcare
sector, as social marketing integrates the consumers voice, acting as a interpreter between
behaviour change theory and behaviour change in the real-world.
Segmentation
Segmentation is the systematic process of separating people into specific groups, based
on commonalities. Rather than adopting a ‘one size fits all’ approach, audience segmentation
identifies specific groups who have something in common (Forthhofer & Bryant, 2000). This
allows programs to be designed in a way that resonate specifically with the target group.
Segmentation does not only rely on traditional demographic, geographic or epidemiological
targeting but can also draw on behavioural and psychographic data. Segmentation enhances
intervention performance (Kotler & Lee, 2008), it helps to measure outcomes and it allows social
marketers to improve the return on investment from their program resources.
Exchange
Exchange happens when social marketers provide incentives such as information or
tangible products to encourage the target audience to change their behaviour and in return that
target audience changes their behaviour (Grier & Bryant, 2005; Peattie & Peattie, 2003). The
overall benefit to the consumer of adopting and maintaining a new behaviour, or abandoning an
existing one, is calculated by subtracting the perceived/actual costs, from the perceived/actual
benefits gained, when performing that behaviour (Hastings, 2007). It considers what consumers
value and what they would be prepared to exchange in order to adopt a new behaviour. However,
as Peattie and Peattie (2003) point out, the value of items such as information or promotional
items are not given as a payment to change behaviour but they are given ‘in exchange’ for
behaviour. This is the underlying theoretical principle of social marketing. The value to
consumers can be tangible (e.g. reduced weight) or intangible (e.g. satisfaction) (Gordon,
McDermott, Stead, Angus, & Hastings, 2006) and the exchange that consumers are prepared to
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give can be tangible (e.g. money) or intangible (e.g. time). Yet, this principle of exchange is too
often ignored by social marketers, who assume what is valuable to the consumer, rather than
including this element in the research (Rothschild, 1999).
Marketing mix
The marketing mix consists of Borden's (1964) 4P model: product, price, place, and
promotion. Policy, partnership or purse strings have also been suggested as additional inclusions,
in some cases (Luca & Suggs, 2010). Peattie and Peattie (2003) who overhaul how the marketing
mix can be applied to social marketing argue that the marketing mix is the focal point of
marketing efforts. Each P is distinct and has its own value; however, the key to the marketing
mix is to view the 4Ps holistically and interwoven amongst each other versus 4 individual Ps
(Kotler & Lee, 2008). Social marketing is not social advertising (Dibb, 2014; McAuley, 2014;
Morris & Clarkson, 2009), while awareness is essential, the marketing mix is not to simply
communicate a message, its purpose is to ‘sell’ the product, price, place and benefits to the
consumer.
Product: in social marketing gives social marketers the most difficulties. It may be
helpful to first explain what the product is not. The social marketer or their organisation do not
‘produce’ the behaviour, they do not transfer the behaviour to the consumer, neither are the
components of the campaign the product, as the benefits to the consumer come from the
behaviour change not from the campaign components themselves (Peattie & Peattie, 2003).
Social marketers are offering ‘propositions’ such as ‘giving up smoking is beneficial’, ‘not
wearing seatbelts ruins lives’ or ‘voting is worthwhile’. It refers to the “set of benefits associated
with the desired behaviour or service usage” (Grier & Bryant, 2005, p. 323).
Price: is what the consumer is required to give in exchange for adopting a new behaviour
or abandoning an old one. Costs in social marketing are not only monetary, for example: the time
it takes for a parent to transport and observe a child in an after school physical activity
(Weinreich, 2010); the physical and psychological challenges of giving up smoking, ridicule by
the peers of young adults who choose to avoid fast food chains (Stead, McDermott, Mackintosh,
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& Adamson, 2011); and the diminished pleasure of only eating fruit and vegetables (Grier &
Bryant, 2005). The product may be desirable but if the price is too high, consumers will not want
to adopt the behaviour change. The social marketers role is to ensure that the perceived costs do
not outweigh the perceived benefits.
Place: is “where and when the target market will perform the desired behaviour, acquire
any related tangible objects, and receive any associated services” (Kotler et al., 2002, p. 24).
Place includes the geographical location(s) where the behaviour will be performed, therefore,
accessibility, the hours of operation, decor, comfort, etc., need be scrutinised. Place also includes
the middlemen, such as services who provide assistance with the behaviour change process
(Grier & Bryant, 2005).
Promotion: refers to the message and communication channels of the marketing mix
(Storey, Saffitz, & Rimon, 2008). The message is what the social marketers want to
communicate, based on what consumers are supposed to do, know, and believe. The
communication channels used by the campaign need to correspond to those used by the target
consumers. Many commercial marketing communication channels are available to the social
marketer (Table 3.2), while other forms of cutting-edge communication theory that may be
beneficial to social marketing, such as ‘communication as social process’, are currently discussed
in theory and as yet to be reflected in mainstream practice (Peattie & Peattie, 2003, p. 374).
It is argued that the four Ps marketing mix model has lost its practical application, and a
more open-minded social marketing mix is needed to guide research and practice. A systematic
review by Stead, Gordon, Angus, and McDermott (2007) found that programs which could be
classified as social marketing used strategies such as coaching and training people or policy
change. Strategies that use stakeholder and community consultation; relational thinking; codiscovery, co-creation and co-production; advocacy; lobbying; public and media relations, can
also be found in social marketing programs (Gordon, 2012). Upstream and midstream strategies
are particularly reliant on these approaches. They go beyond product, price, place and promotion,
by incorporating a more consumer oriented and holistic approach to behaviour change. Longterm strategies in social marketing, such as those demonstrated in relational thinking and brand
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equity are significant concepts (Evans & Hastings, 2008), especially for Indigenous audiences,
where the short-term sales and transactions strategies could be viewed as insincere. Despite the
dominance of the four Ps marketing mix model, these basic four principles of social marketing
are incomplete and are requiring expansive change (Gordon, 2012).
Table 3.2: Examples of social marketing communication channels
Channel
Advertising: paid and
unpaid media

Public relations

Promotional items
Signage and displays
Personal selling and
social media
Popular media

Description
Broadcast: Television, radio, internet (banner ads)
Print: newspapers and magazines
Direct mail: individual mailings and paycheck stuffers
Outdoor: billboards, bus displays, taxis, and vehicle wraps
Public service announcements
Stories on television or radio
Articles in print media (newspapers and magazines)
Community relations
Printed materials
Brochures, newsletters, flyers, posters, bumper stickers
Clothing: t-shirts, hats
Temporary: coffee sleeves, coasters, buttons, tattoos, stickers
Functional: key chains, flashlights, magnets, water bottles
Road signs
Retail displays and signs
Meetings, presentations
Telephone
Workshops and seminars
Word of mouth, blogs
Movie scripts, television and radio programs
Comic books
Video games

(Adapted from Kotler & Lee, 2008)
Competition
Competition refers to the things that compete against the desired behaviour being adopted
(Andreasen, 2002) or in other words, the competition is the behaviours and the related
advantages that the target audience would rather have over the one that the program is promoting
(Kotler et al., 2002). For each new behaviour social marketers put forward, there is always one or
more competing behaviours. According to French et al. (2009), competition can be internal, for
example: “psychological factors, pleasure, desire, risk taking, and addition” (p. 40) and external,
including; “wider influences and influencers competing for the audience’s attention, time, and
behaviour, promoting and reinforcing alternative or counter behaviours” (p. 40). The role of the
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social marketer to position the proposed behaviour above the “current or preferred behaviour of
the target market” (Kotler et al., 2002, p. 10). This can be difficult to achieve when the public are
cynical about the motivations of social marketing institutions such as governments, who may
overemphasised behaviour change without a clear understanding of the social determinants that
shape that behaviour (Hastings, MacFadyen, & Anderson, 2000; Peattie & Peattie, 2003).
3.2 Sharing power using co-discovery, co-creation and co-production?
Social marketing co-production usually works at a community level, to build member
capacity (Wilkinson, 1989), where the members and organisations are trained in social marketing
principles to co-produce the social marketing program. Put simply, the theory is that the social
marketer co-discovers, co-creates and then co-produces value by engaging meaningfully with the
target audience, to empower the target audience to discover for themselves which behaviours
they would like to change and the best way for them to go about making those changes (Gordon
et al., 2013; Hastings & Domegan, 2013; Luca, Hibbert, & McDonald, 2016). The concept of cocreation moves the managerial orientation of ‘power-over’ the target audience to ‘power-with’
(Ind & Coates, 2013; Prahalad & Ramaswamy, 2004). Focusing on community capacity building
is an empowerment strategy. Bryant et al. (2007) argues that social marketing programs
“designed and directed by community members, are far more likely to succeed than those
planned and executed exclusively by outsiders” (p. 61). The evidence supports a community
empowerment process, producing programs that are of really value to community members
(Attree, 2004; Johnstone & Campbell-Jones, 2003; Owens et al., 2011; Waller, Franklin,
Pagliari, & Greene, 2006; Winters & Patel, 2003; Wood, 2016). Yet, systematic analyses on why
and how empowerment works is needed (Carins & Rundle-Thiele, 2014; Truong, 2014).
In theory, the assigning of power to target markets with co-creation and co-production is
promising. For target markets that lack power, such as Indigenous communities, participatory
programs can be deliberately chosen to empower communities, to take control of their health. In
practice, however, social marketers may be reluctant to surrender the expert mindset (Chapman,
2004) out of the fear of losing control. Hickey and Mohan (2005) suggest that a lack of
understanding of how the mechanism and constitution of power work, hamper participatory
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methods. Within Indigenous Australian communities this is particularly relevant, with many
examples of government agencies giving an outward appearance of co-production, only to
provide hurried one-off ‘consultations’, where the discussion parameters and solutions have
already been predetermined and failed to consider Indigenous perspectives (Hunt, 2013b).
While the co-production theory assumes community members willingly get involved in
exchange (Lefebvre, 2009a), the historical failure of governments to incorporate Indigenous
Australians in the decision-making process, has led to a general distrust in authority.
Consequently, new value co-creation programs are difficult. Engagement with Indigenous
Australian communities take considerable time to build trusting relationships, with the more
successful programs being done through organisations with strong pre-existing relationships
(RMIT University CIRCLE, 2008). Successful programs may take many years of long-term
engagement and shared ownership before empowerment can be realised, with governments
agencies reluctant to invest in building long-term capacity.
3.3 Social marketing programs targeting Indigenous peoples
To review the approaches that have already been taken with Indigenous audiences, there
were two studies available in the social marketing literature. One was a study by Madill et al.
(2014), the other by Kubacki and Szablewska (2019). Table 3.3 was initially developed from the
systematic review done by Kubacki and Szablewska (2019), from social marketing campaigns
targeting Indigenous peoples. It has been modified to include more Indigenous Australian
interventions. The additional interventions did not use Kubacki and Szablewska (2019) inclusion
criteria. Programs were selected, based on the public availability of data showing information on
the effectiveness of the program. Programs were included if they addressed at least one of the
key social and economic determinants of Indigenous Australian health (See Table 2.1). Programs
did not specifically state that they were social marketing projects. Retrospectively, they all used
market segmentation to target Indigenous audiences, most aimed to change behaviour and some
used other criteria from the social marketing benchmark criteria (Andreasen, 2002) (See Table
3.1). The case studies investigated in this thesis were also included, having met the above
criteria.
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The table has included behaviour change theories even though the majority of the
programs did not report the use of theory. Where theory was not explicitly reported, programs
were analysed for their theoretical constructs, based on the description of theories. It was not
possible to consider every behaviour change theory due to resource constraints; only theories
reported in chapter eight of French and Gordon (2015) were considered. It is important to note
that theories are not discrete and distinct; they merge and overlap and influence each other; the
constructs seldom fit within one single theory. In those cases where one primary theory could not
be distinguished, two significant theories were identified.
The ‘Dominant approach’ column represents the level (downstream, midstream,
upstream) of social marketing research. In social marketing, the concept of downstream,
midstream and upstream is used to describe a certain approach. In this thesis, these approaches
are also used to understand the power dynamics of social marketing. For downstreaming,
policies are followed, the target audience are powerless to make any decisions; for midstreaming,
some of the people who deliver the policies have the power to make some decisions or influence
decision makers; and for upstreaming, the voices of people downstream have the power shape
policy. This thesis overlays the concept of downstream, midstream and upstream with power
dynamics.
Table 3.3 has several limitations. It is not a comprehensive review of interventions
relevant to the behaviour change in Indigenous health or of the background literature. Rather, the
focus was programs relevant to determinants of health, which have provided evaluation evidence
to some level, that reported details of favourable outcomes or unfavourable outcomes. There are
many programs that have achieved levels of favourable/unfavourable outcomes which have not
been included in this table. The table provides an overview about what characterises of
successful approaches. It was also observed that programs targeting Indigenous audiences are
subject to publication bias. Publication bias is the result of positive outcomes being published in
this area more frequently than negative outcomes (Easterbrook, Gopalan, Berlin, & Matthews,
1991). The table is, therefore skewed in favour of the positive results reported in programs. It is
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unknown what theories do not work for programs targeting Indigenous audiences as they are
rarely published.
Table 3.3: Behaviour change interventions targeting Indigenous peoples
Intervention
National Cervical
Screening
Program
Cherokee Choices

Food Mail
Program

Infant iron
nutrition
The Navajo
Breastfeeding
Intervention
Program
NZ Quit/Me Mutu

NZ Quitline

The Yuonihan
Project
Beat da Binge

Give up smokes
for good

No germs on me
Kick the Habit
Phase 2

VERB

# Northern
Territory
Emergency
Response (NTER)

# Narrandera
community health
program

References

Target Audience

Outcome Causal pathway between the action and
the outcome
(Bethune & Lewis, 2009; Sexually active Maori and
+
Addressing the inequalities in cervical
National Social
Pacific women, New
screening coverage, to include Maori and
Marketing Centre, 2011) Zealand
Pacific women more fully, will lead to an
increase in screening by Maori and Pacific
women
(Anon., 2015; Bachar,
Eastern Band of Cherokee
+
Targeting local school, places of
2011a, 2011b; Bachar et Indians; particularly
employment and local churches with
al., 2006)
children, USA
healthy activities and education will lead to
the self-management and prevention of
diabetes.
(Grier & Majid, 2010)
Indigenous population in the +
Addressed issues of food security and
Canadian North, Canada
nutrition by improving access to affordable
healthy food in remote communities where
costs of food would otherwise be too
expensive for most residents.
(Verrall & Gray-Donald, Parents of young infants,
**/+
A community-based communication
2005; Verrall, Napash,
Northern Canada
strategy promoting iron-rich complementary
Leclerc, Mercure, &
food will improve the prevention of iron
Gray-Donald, 2006)
deficiency in infants.
(Wright, Naylor, Wester, Navajo, USA
+
Empowering the community by
Bauer, & Sutcliffe, 1997)
incorporating cultural beliefs into
intervention design will promote
breastfeeding.
(Grigg, Waa, &
Māori females aged 25+
Using a framework grounded in a Māori
Bradbrook, 2008)
44 years, New Zealand
world view, which highlights the central
role of the traditional Māori family unit in
health, will increase Māori callers to the
New Zealand’s national Quitline and be
more likely to quit.
(Wilson, Grigg, Graham, All smoking adults/Maori,
+
Adapting quit-smoking television
& Cameron, 2005)
New Zealand
commercials to include Maori specific
content, will lead to more Maori’s
registering with New Zealand’s national
smoking Quitline.
(Hanson, Winberg, &
American Indians, USA
+
Presenting a campaign in a culturally
Elliott, 2012)
appropriate way will lead to prevention and
awareness of Fetal Alcohol Spectrum
Disorders.
(Jainullabudeen et al.,
Young people 12–24 years
+
The promotion of self-empowerment,
2015; McCalman et al.,
old, Yarrabah community,
achievement and pride among youth and
2013)
QLD, Australia
other community members, will reduce the
misuse of alcohol by young people.
(Maksimovic, Shen,
Aboriginal adult smokers
**
Using high-quality artwork in print-media,
Bandick, Ettridge, &
aged 18–39, Australia
which Indigenous Australians could identify
Eckert, 2015)
with and showing cultural respect, leads to
high campaign awareness and behaviour
change (i.e. choose not to smoke in homes
and cars, make a quit attempt).
(McDonald et al., 2011;
Remote Indigenous
+
Promoting hand-washing with soap in a
McDonald, Cunningham, Australian communities
culturally appropriate way, will reduce the
& Slavin, 2015)
high rates of common childhood infections.
(Campbell, Finlay,
Indigenous community
*
Training Indigenous health organisations to
Lucas, Neal, & Williams, health service organisations
develop their own social marketing smoking
2014)
cessation will enable them to deal with the
issues of smoking in Indigenous
communities.
(Huhman et al., 2008)
Children aged 9–13 years
*
Segmenting tweens into a distinct
(tweens): American Indians
Indigenous culture, then targeting tween
who resided in, or travelled
authority figures with content to motivate
often to, tribal communities,
tween physical activity, will lead to an
USA
increase in regular physical activity for
Indigenous tweens.
(Anaya, 2010; Australian Identified Indigenous
*/+
The Australian government’s legislation
Indigenous Doctors’
Australian communities in
package for NTER comprised of five bills,
Association, 2010;
the Northern Territory of
which were intended to lead to socially
Brown & Brown, 2007;
Australia.
responsible choices and behaviours, by
Commonwealth of
Indigenous Australian parents towards their
Australia, 2008, 2011;
children.
Gray, 2015)
See Chapter 7.
Narrandera Indigenous
*
Sincere engagement and community
Australian community
empowerment will lead to improved health.
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Major theory
Health Belief Model

Dominant
approach
Downstream

Determinants of Health Midstream
model

Determinants of Health Midstream
model

Social Cognitive
Theory

Downstream

Social Capital Theory

Downstream

Social Networks and
Social Support Theory

Downstream

Protection-Motivation
Theory

Downstream

Social Capital Theory

Downstream

Social Capital Theory,
Social Networks and
Social Support Theory

Downstream

Social Influence and
Interpersonal Theory

Downstream

Theory of Planned
Behaviour

Downstream

Social Capital Theory

Midstream

Social Influence and
Interpersonal Theory

Downstream

Determinants of Health Downstream
model

Social Capital Theory

Upstream
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Intervention

References

Target Audience

# Birthing on
country

(Ireland, Narjic, Belton,
& Kildea, 2011; Kildea,
2006; Kildea et al., 2017;
Kildea, Magick Dennis,
& Stapleton, 2013;
Kildea & Wagner, 2012)
(Burgess et al., 2008)

Indigenous Australian
women in Nowra (NSW)
and Brisbane (QLD).

Introduction of
OPAL fuel

(d’Abbs & Shaw, 2008)

Aunty Jean’s good
health team

(Curtis, Pegg, & Curtis,
2004)

The Home
Interaction
Program for
Parents and
Youngsters
(HIPPY)
Our Healing Our
Solutions

(Liddell, Barnett, Roost,
& McEachran, 2011)

Job Services
Australia:
servicing
Indigenous job
seekers
A remote
initiative: Fixing
Houses for Better
Health

(Australian Law Reform
Commission, 2010)

Indigenous Australian job
seekers

(Australian National
Audit Office, 2010b)
(SGS Economics &
Planning & Tallegalla
Consultants Pty Ltd,
2006)
(Donovan & Vlais, 2006)
(Donovan & Leivers,
1993)

(Homel, Freiberg, &
Lamb, 2006)

Maningrida
Smoke-Busters

All anybody wants
is a fair go:
Aboriginal
Employment week
Pathways to
prevention

(Healing Foundation,
2017)

Outcome Causal pathway between the action and
the outcome
+
Incorporating research-based cultural
beliefs into healthcare infrastructure will
empower Indigenous women and lead to
improved maternal and perinatal health
outcomes.

Major theory

Maningrida Indigenous
Australian community

+

Social Capital Theory

74 Indigenous Australian
communities from all over
remote Australia.
Indigenous Australians in
the Illawarra health district.

+

Community control and ownership will lead
to community awareness of the dangers of
tobacco and decreased tobacco
consumption.
Removing aromatics (such as toluene,
ortho-xylene and para-xylene) from petrol
will reduce petrol sniffing.
A strong supportive relationship between
local Elders and Indigenous health workers
will lead to the development of positive
health behaviours and strategies, for
Indigenous peoples with chronic and
complex care needs.
Successfully engaging Indigenous parents,
families and communities to guide their
pre–school age children’s early learning
experiences, can improve student
attendance and academic results, as well as
parental participation.
Providing funding and policy to Indigenous
organisations will enable holistic and
culturally appropriate wellbeing services to
Indigenous Australian individuals and
communities.
Providing effective employment services to
Indigenous Australians will improve
employment outcomes.

Remote communities of five *
states and the Northern
Territory

Making community houses safer to live in,
improving water supplies, sanitation
equipment, and food preparation areas will
contribute to improved health outcomes for
the community.

Determinants of Health Midstream
model

Non-Indigenous residents,
+
employers
and employed residents of
Bunbury, Western Australia.

Neutralizing the negative beliefs about
Indigenous Australian employment, then
promoting positive beliefs, will move
people’s beliefs gradually to a more positive
position on the various belief dimensions.

Not Indigenous-specific
family program but in
ethnically diverse, socially
disadvantaged area of
Brisbane with a high
proportion of Indigenous
residents.

Creating opportunities for positive
development for Indigenous children and
their families and promoting their full
participation as citizens in society will
reducing the chances that they will become
involved in crime and related problems.

Multi-attribute models Midstream
of attitude formation
and change, Social
Judgment theory’s
‘latitude of acceptance’
concept
Social Capital Theory
Downstream

+

Targets communities that
+
experience social and
economic disadvantage. Not
specific to Indigenous
Australians but in areas with
high Indigenous population.
Indigenous Australians
*
organisations providing
wellbeing services to
Indigenous peoples.
+

+

Dominant
approach
Determinants of Health Midstream
model

Downstream

Determinants of Health Upstream
model
Social Capital Theory

Downstream

Social Capital Theory

Downstream

Social Capital Theory, Midstream
Determinants of Health
model
Social Capital Theory

Downstream

(Adapted from Kubacki & Szablewska, 2019)
+ positive behavioural outcomes reported
** no behavioural difference reported between control and intervention
* no behavioural change reported
# case studies included in this thesis

3.4 Major theories used to change the behaviour of Indigenous peoples
Following the original development of benchmark criteria by Andreasen (2002), French
and Blair-Stevens (2006) proposed that social marketing programs should include an element of
theory to the criteria. That is, for a program to be classified as social marketing it would further
need to have a theoretical under-pinning, to inform the development of the program. This section
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will now discuss the major theories identified in Table 3.6 to identify the major theories used in
Indigenous Australian contexts.
3.4.1 Social Capital Theory
Constructs of Social Capital Theory (Coleman, 1988; Putnam, 2000) was identified in
eleven of the programs targeting Indigenous peoples, with nine reporting positive behavioural
outcomes and two reporting no behavioural change. The reason why this theory may be popular
is that social capital theory emphasises community building: including trust, reciprocity, and
civic engagement, where community members collectively improve leadership, social networks,
and quality of neighbourhood life (Glanz, Rimer, & Viswanath, 2008) but more importantly,
levels of power are broken down to connect people across boundaries (Szreter & Woolcock,
2004). In doing so, this theory aids in consulting and working with communities to equalise the
power dynamics.
Aunty Jean’s good health team (Curtis et al., 2004) and the Home Interaction Program for
Parents and Youngsters (Liddell et al., 2011) provided examples of empowerment. Community
members were able to create desired changes by assuming greater power or expanded their
personal power from within. Aunty Jean’s good health team developed a model for capacitybuilding that promoted an environment where participants could come in contact with “increased
levels of personal choice, self-motivation and belief in themselves and their community, to
actively engage in behaviours that could lead to better health” (Curtis et al., 2004, p. 14). The
Home Interaction Program for Parents and Youngsters provided transport instead of home visits,
employed support staff and additional tutors and fostered trust, social inclusion and relationship
building by involving extended family members.
Beat da Binge (Jainullabudeen et al., 2015; McCalman et al., 2013) engaged young
people in dialogue that linked root causes of alcohol abuse and community actions. The program
organised two major events and twelve minor community activities. At each event, to educate the
community’s youth about alcohol misuse, high-risk times, and appropriate responses to alcohol,
consistent harm reduction messages were provided.
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Our Healing Our Solutions (Healing Foundation, 2017), Job Services Australia: servicing
Indigenous job seekers (Australian Law Reform Commission, 2010) and Pathways to prevention
(Homel et al., 2006) provided examples of community capacity. In each of these programs,
community members actively participated in discovering and solving their own problems and
learning more useful ways to confront future problems as a community. Our Healing Our
Solutions contributed to an improvement in holistic wellbeing (sense of spirit, mind, body and
culture) for individuals and whole communities. Empowerment activities included the
development of leadership and community decision making processes; and establishing
governance structures such as steering committees and reference groups. Job Services Australia:
servicing Indigenous job seekers; employed Indigenous staff in service delivery roles to improve
their ability to work with Indigenous clients, the Indigenous community, and in improving
outcomes for Indigenous job seekers. Rather than waiting for problems to emerge, The Pathways
to prevention program found it more effective and cheaper to mobilise social resources to
support children, families and their communities before the problems emerged.
The Navajo Breastfeeding Intervention Program (Wright et al., 1997) and the Narrandera
community health program (See Section 6.3) provided examples of programs that identified
issues through community participation; deciding targets as part of a broader strategy. This
unified and built community strength. The Navajo Breastfeeding Intervention Program facilitated
local discussions on issues which were of important local concern to the community. The
Narrandera community health program engaged meaningfully with the community for two years,
allowing the community to guide the issue selections and the solutions.
Participation and relevance were evident in The Yuonihan Project (Hanson et al., 2012),
Kick the Habit Phase 2 (Campbell et al., 2014) and the Maningrida Smoke-Busters (Burgess et
al., 2008). In these projects, community members created their own agenda’s based on felt needs,
shared power, and awareness of resources. Kick the Habit Phase 2 developed locally tailored,
culturally relevant social marketing campaigns in three Indigenous communities. Each
community determined the target audience and prime smoking cessation messages and identified
appropriate local champions and marketing tools. Community building was realised by the
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Maningrida Smoke-Busters campaign with the establishment of an Aboriginal steering group of
non-smokers; a community-based public health officer and; training a non-smoking communitybased tobacco support worker. The Yuonihan Project provided meals not only to thank
community members but also to demonstrate an important cultural aspect of bringing a group of
Indigenous peoples together.
3.4.2 Determinants of Health model
The Determinants of Health model (Dahlgren & Whitehead, 1991) is a framework that
maps out the main determinants of health. A determinants of health approach is congruent with
Indigenous holistic perspectives (See Table 2.1) (Steering Committee for the Review of
Government Service Provision, 2016). The primary value of the model is that it “suggests
distinct levels of intervention for health policy-making” (Dahlgren & Whitehead, 1991, p. 11).
Considering the context of Indigenous peoples health at each level is crucial because it can move
away from downstream-only programs and focus on levels which are often the cause of poor
health: midstream and upstream (French & Gordon, 2015), which Indigenous peoples
themselves, are unlikely to be able to directly control (World Health Organization, 2013).
Determinants of health programs, such as Fixing Houses for Better Health’ (Australian
National Audit Office, 2010b; SGS Economics & Planning & Tallegalla Consultants Pty Ltd,
2006) targeted issues not directly related to Indigenous health, these included: making houses
safer to live in, improving water supplies, sanitation equipment, and food preparation areas but
as expected, no behavioural change was reported because it is difficult to link positive health
behaviour with improving living conditions. Our Healing Our Solutions (Healing Foundation,
2017) considered the ongoing grief experience by survivors of the stolen generations and other
hurtful government policies, where positive behavioural outcomes were reported. Birthing on
country (Ireland et al., 2011; Kildea, 2006; Kildea et al., 2017; Kildea et al., 2013; Kildea &
Wagner, 2012) focused on changing the racial attitudes of maternal health care services and
positive behavioural outcomes were reported. The Northern Territory Emergency Response
(NTER) (Anaya, 2010; Australian Indigenous Doctors’ Association, 2010; Brown & Brown,
2007; Commonwealth of Australia, 2008, 2011; Gray, 2015) focused on multiple determinants:
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education, unemployment, housing, health care services, social and community networks and
individual lifestyle factors, where both positive and negative behavioural outcomes were
reported. The Food Mail Program (Grier & Majid, 2010) focused on food distribution and
positive behavioural outcomes were reported. Cherokee Choices (Anon., 2015; Bachar, 2011a,
2011b; Bachar et al., 2006) focused on cultural conditions such as racism and mental health,
producing positive behavioural outcomes. The Opal fuel program (d’Abbs & Shaw, 2008)
developed a low-aromatic petrol, to prevent petrol sniffing in Indigenous Australian
communities.
3.4.3 Social Networks and Social Support Theory
Social Networks and Social Support Theory (House, 1981) has two related parts: a
human-centred network of social relationships, where relationships are linkages of various kinds,
which may or may not provide social support (Donev, Pavlekovic, & Kragelj, 2007) and; a social
support network of people who are responsible for each other, which includes care, attention and
willingness to help (Wilkinson & Marmot, 2003). Indigenous Australian communities are built
on social networks and responsibility for each other (Atkinson, 2002).
The Beat da Binge (Jainullabudeen et al., 2015; McCalman et al., 2013) intervention
focused on changing the thinking and binge drinking behaviours of young Indigenous
Australians by enhancing their perceived social support. The NZ Quit/Me Mutu (Grigg et al.,
2008) smoking cessation program focused on responsibilities to the extended family or primary
social unit. The intent was not to provide long-term support but for people to enhance their own
social support networks. For Beat da Binge: to enhance self-empowerment, achievement and
pride while alleviating boredom, futility and anger; for NZ Quit/Me Mutu: to appreciate the
supportive and nurturing environments of the extended family and the reciprocal obligations to
contribute to and support other family members. In addition to whole-community events, Beat da
Binge organised events for young people including music, sporting and cultural events, selfdefence training, taekwondo, a touch-football camp, and boxing (Jainullabudeen et al., 2015).
The opportunity for young people to exchange both informal and emotional support among
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themselves, were provided through these groups. Both programs reported positive behavioural
outcomes.
3.4.4 Social Influence and Interpersonal Theory
Social Influence and Interpersonal Theory (Kelley & Thibaut, 1978) may be effective in
Indigenous communities because it can be both informal, such as between families and friends,
or formal, such as physicians and patients. “Good” interpersonal communication can lead to
social influence and better health. Social influence is strong when the person being influenced
perceives the power and authority of the influencer as strong, such as a respected elder within an
Indigenous community. Qualitative findings from the VERB (Huhman et al., 2008) authority
figures within the family and tribe were important influencers of behaviour and could be used as
spokespersons for messages about physical activity to tweens. The tone of the advertising and
the message were driven by these findings. Campaign materials developed for ‘Give up smokes
for good’ (Maksimovic et al., 2015) were guided by community consultation. Materials included
print media and radio ads. Ambassadors featured in the campaign were either local leaders or
high profile national personalities known and respected by the pilot areas (Maksimovic et al.,
2015). However, no behavioural change was reported for VERB, and no behavioural differences
were reported between control and intervention for ‘Give up smokes for good’ campaign.
3.4.5 Theory of Reasoned Action and the Theory of Planned Behaviour
Theory of Reasoned Action and Theory of Planned Behaviour (Ajzen, 1985; Fishbein &
Ajzen, 1975) both assume that the key determinant of behaviour is intention, and that an
individual’s attitude toward a behaviour, and the social norm perceptions regarding it, are the
most significant influencers of behaviour intention. Theory of Planned Behaviour is an extension
of the Theory of Reasoned Action with the addition of a further construct: perceived control over
the performance of the behaviour, where one may not have actual control over a behaviour. This
theory enhances the personal power of the individual, which is why it may be effective in
Indigenous contexts, such as in the ‘No Germs on Me’ social marketing program (McDonald et
al., 2011; McDonald et al., 2015). The program promoted washing hands with soap, in remote
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Indigenous Aboriginal communities to reduce high rates of infection among children. The
evaluation of the program was informed by the Theory of Planned Behaviour (Ajzen, 1985;
Fishbein & Ajzen, 1975). The sample size of eighty persons from each community was
determined by the developers of the Theory of Planned Behaviour tool, who recommended the
minimum number of participants needed to test the internal validity of the constructs. The
questionnaire measured the changes in beliefs, attitudes, and behavioural intentions towards both
the teaching and the helping of young children to keep their faces clean and to wash their hands
with soap. Findings were positive for the social marketing approach taken and for the
commercial effectiveness.
3.4.6 Protection-Motivation Theory
Protection-Motivation Theory was originally developed as a way to explain the effects of
fear appeals on health behaviours and attitude (Rogers, 1975). The impact of fear based
communication is worthy of attention in the selection of behaviours to promote. The theory
implies that for an individual to adopt a new behaviour, they first need to acknowledge that there
is a severe threat and that by adopting a new behaviour, they can effectively reduce the threat.
The individual should also be convinced that they can engage in the behaviour. The NZ Quitline
campaign (Wilson et al., 2005) employed Protection-Motivation theory (Rogers, 1975) as a
cognitive conceptual framework. The program examined the impact on telephone calls to a
national Quitline service, in response to four television advertising campaigns targeting New
Zealand’s Indigenous population. The program consisted of threat appraisal (“Every cigarette is
doing you damage”) and coping appraisal (Call the Quitline number). The campaign was tested
against a similar campaign not using threat appraisal. Both campaigns generated calls effectively
and were financially worthwhile, particularly the one using Protection motivation theory.
3.4.7 Health Belief Model
The Health Belief Model (Rosenstock, 1974) predicts why people will take action to
prevent, to screen for, or to control health conditions. The model suggests that if a person
considers themselves susceptible to a threatening health condition, believes that the health
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condition has potentially serious consequences, believes that the course of action available to
them will be effective, and believes that the benefits of the course of action outweigh the
barriers, then they are likely to take action (Glanz et al., 2008). This theory has been used in
community-based programs targeting underserved groups with lower levels of education. In the
National Cervical Screening Programme (Bethune & Lewis, 2009; National Social Marketing
Centre, 2011) the Health Belief Model was used to identify why women were not being tested,
the research revealed that women did not know enough about cervical screening. The program
then carefully employed ‘cues to action’ by using advertising to increase awareness and
‘perceived efficacy’ (Bethune & Lewis, 2009). The programme identified four areas where
screening could improve its accessibility; (1) by modifying the 0800 service, (2) improving the
service delivery, (3) by making the service more available, and (4) by changing the primary call
to action: ‘Contact your doctor, nurse or local health worker’ (Bethune & Lewis, 2009). The
program reported positive behavioural outcomes.
3.4.8 Social Cognitive Theory
Social Cognitive Theory (Bandura, 1986) views people as active agents who both
influence and are influenced by their environment. Social Cognitive Theory influenced the
development of the community-led Infant iron nutrition program (Verrall & Gray-Donald, 2005;
Verrall et al., 2006). The program conducted radio campaigns in both local Indigenous language
and English, featuring peer modelling in a radio dialogue format: parents and community
members learned about iron deficiency anaemia and the value of traditional diets to support
breastfeeding. For the provision of direct modelling and social reinforcement, interpersonal
communication networks were organized. The project also organised two-hour cooking sessions
each month for parents and extended family members. Over four months, these activities led to
the reporting of positive behavioural outcomes.
3.4.9 Multi-attribute models of attitude formation and change
Multi-attribute models of attitude formation and change (Fishbein & Ajzen, 1975):
Rather than capturing the individual’s attitude towards an object itself, the theory is designed to
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capture the attitude towards behaving or acting with respect to the object. (Fishbein & Ajzen,
1975). This corresponds more closely to actual behaviour than to the attitude towards the object.
For example, the All anybody wants is a fair go: Aboriginal Employment week campaign
(Donovan & Vlais, 2006; Donovan & Leivers, 1993) attempted to change racial attitudes.
Qualitative research revealed a deeper level of racial beliefs underlying evaluative beliefs. A
mass media campaign was developed to fill these identified information gaps and to modify
already established beliefs. The campaign messages aimed: (1) to neutralize the negative
evaluative beliefs about Indigenous Australians and employment, (2) to generate and reinforce
positive beliefs about Indigenous Australians in employment, and (3) to provide a positive
context to encourage Indigenous Australians employment. This program reported positive
behavioural outcomes.
3.4.10 Social Judgment theory’s ‘latitude of acceptance’ concept
Social Judgment theory’s ‘latitude of acceptance’ concept (Sherif, Sherif, & Nebergall,
1965) hypothesises that, “if a persuasive message is judged to be within the latitude of
acceptance, attitude change toward the message occurs; if a message is judged to be within the
latitude of rejection, little or no attitude change occurs, or attitude change away from the
message may even occur” (Eagly & Telaak, 1972, p. 388). According to the theory, change
cannot occur within the latitude of rejection. When new information is put in the latitude of
rejection, the receiver either stops listening to it or, even worse, responds to the information in
extremely negative and argumentative ways. Common ground must be found in areas of
agreement. Messages must be constructed within the latitude of acceptance.
The “latitude of acceptance” concept was also used to change racial attitudes, in the All
anybody wants is a fair go: Aboriginal Employment week (Donovan & Vlais, 2006; Donovan &
Leivers, 1993) campaign. Existing racial beliefs provide a relatively small latitude of acceptance,
which meant campaign messages needed to be both acceptable to the target audience and to
move them to a more positive attitude. The campaign did not aim to bring about substantial
changes in non-Indigenous people’s racial attitudes towards Indigenous Australian people but to
move their attitude to a more positive attitude. The campaign message was developed to increase
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the perceived proportion of Indigenous Australians in employment, in skilled jobs, and the
duration of continuous employment. Conversely, it was anticipated that non-Indigenous
Australians would oppose messages simply promoting Indigenous Australian success. A mass
media campaign was developed showing Indigenous Australians in employment, with the slogan
‘All Anybody Wants Is a Fair Go’. In Australian, it is a cultural belief that everybody has the
right to an opportunity to succeed and that a fair hearing should not be denied anyone. Positive
behavioural outcomes were reported.
3.4.11 Summary
This section discussed the major theories identified in Table 3.6 and their usage in
programs targeting Indigenous peoples. Table 3.4 summarises the frequency of each behaviour
change theory used and the dominant approach, either downstream, midstream or upstream.
While most programs contained elements of all three levels of approach, an attempt was made to
identify the dominant approach. It could be argued that each of these theories includes constructs
that empower the target audience to change their behaviour, which may be why these programs
are often reporting results.
Table 3.4: Frequency of behaviour change theories, dominant approaches and outcomes.
Theories used in social marketing programs targeting Indigenous peoples
Social Capital Theory
Determinants of Health model
Social Networks and Social Support Theory
Social Influence and Interpersonal Theory
Theory of Planned Behavior
Protection-Motivation Theory
Multi-attribute models of attitude formation and change
Social Judgment theory’s ‘latitude of acceptance’ concept
Health Belief Model
Social Cognitive Theory

Downstream
9

Mid-stream
2
5

Upstream
2

2
2
1
1
1
1
1
1

3.5 Critiquing power in social marketing
In 1937 the term “critical theory” was devised, being rooted in “critical activity”, which
is antagonist in nature, being concerned with the struggle for social change and the consolidation
of theory with practice (Kellner, 1990). Critical theory is not “a single unified theory”; instead, it
contains multiple theories “about values and what ought to be” (Burton, 2001, p. 726), and it
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borrows from a range of politicised perspectives with the distinct aim of setting free. The term
“critical marketing” was first used by Hansen in the context of critical social theory (Hansen,
1981; Tadajewski, 2010). The relevance of applying critical theory to marketing was later
discussed by Burton (2001). Hastings and French (2009) used the term “critical marketing”
which sought to establish what was amiss with commercial marketing. Critical marketers take
the view that critical social marketing is not critical enough (e.g. Tadajewski & Brownlie, 2009).
Notably, critical work in social marketing fails to draw on critical theorists such as Marx,
Horkheimer and Habermas (Tadajewski, Higgins, Denegri-Knott, & Varman, 2018).
Critical marketing is “concerned with challenging marketing concepts, ideas and ways of
reflection that present themselves as ideologically neutral or that otherwise have assumed a
taken-for-granted status” (Tadajewski, Maclaran, Parsons, & Parker, 2011, p. 83). Critical
marketing addresses the power imbalances between commercial marketing and society but does
not address power imbalances between social marketing and society. Neither does critical social
marketing assess the power imbalances or damage done to society by social marketing: Critical
social marketing involves only an assessment of the harmful effects that commercial marketing
creates and then uses social marketing to correct it (Gordon, 2011). The literature provides much

about critical theory but little in the way of critiquing social marketing. Perhaps, the branding of
social marketing is so powerful that it is perceived as an altruistic practice, not requiring
critique?
A significant portion of social marketing evidence relies on applying social marketing
principles to past interventions. A study into the evidence of social marketing by Stead et al.
(2007) found only six of the 28 campaigns reviewed identified as social marketing. The
discipline openly re-brands historical programs as ‘social marketing’ even though the programs
did not identify as social marketing. This being the case, it would seem necessary to adopt a
critical lens over social marketing interventions.
The need to critique the power imbalance in social marketing has surfaced in some
studies. Natherson (2008) argues social marketing is a technology of the powerful. Power over
target audiences, many of whom are already marginalised. It is not simply about who has the
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most money but more importantly, how the power of social marketing changes the thinking,
attitudes and behaviours of marginalised groups. Rather than discussing social issues,
representatives of authority such as governments, non-profit organisations and religions, use the
power of social marketing to change society and culture (Rutherford, 2000). Individuals are no
longer viewed as being free from outside control, but paternalistically, as subordinates or
dependants. Some types of paternalism are acceptable when it is applied to everyone, such as
speed limits, schooling and child immunization; other types target certain groups and are
discriminatory (Donovan & Henley, 2010). For example, to control the spread of HIV/AIDS, gay
men were asked to give up multiple sexual partners, which for some gay men, define who they
are as sexual beings (Andreasen, 2001). Brenkert asks us to consider whether “social marketers
place themselves in the position of imposing their values on those targeted. Are they modern
missionaries engaged in moral colonization?” (Andreasen, 2001, p. 45).
Social marketing has been criticised for reinforcing power issues. Rather than looking to
change the societal determinants of certain behaviours, social marketing regularly targets
individuals, implying they are totally responsible for their behaviour (Brenkert, 2002; McLeroy,
Gottlieb, & Burdine, 1987). Focusing on the upstream and midstream determinants of individual
behaviour may cause unwanted political and ethical issues (Peattie & Peattie, 2003; Salmon,
1989). This is often the case in Indigenous Australian health, where social marketing programs
regularly focus on downstream individuals rather than addressing the midstream institutional
racism or upstream policy racism within the healthcare system (New South Wales State
Coroner's Court, 2019). Powerful groups who claim to represent the unitary public interest often
run campaigns, such as the government itself. (O’Shaughnessy, 1996). Considering some of the
historical campaigns initiated by government on Indigenous Australians (See Section 2.3), from
an Indigenous Australian perspective, it is a challenge not to be critical and even suspicious of
such public interests, leading us to query the motives behind such ambitious notions.
O’Shaughnessy (1996) argues that the relationship between citizens and the state is
influenced by social marketing. Social marketing campaigns that are developed or funded by the
government are presented as non-political public behaviour management, but they do require
political decision making (Rothschild, 1999). The objective of behaviour change is likely to be
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politically based and informed by ideology, being framed through a political process (Palmer,
2002). The government cannot remain impartial in the process of exchange between citizens and
government-initiated programs, with the success of programs being a way to demonstrate the
government’s ability to sustain power (Lock & Harris, 1996). Exchange cannot be based on a
relationship between citizen and state because of the unequal power dynamics. Pykett et al.
(2011) question the legitimacy of democratic government when they disempower citizens by not
providing an opportunity to consent to behaviour change programs.
This need to address the power imbalance is further highlighted by Tadajewski (in Varey
& Pirson, 2014).
“social marketing aims to change the behaviour of people acting in ways deemed problematic by a variety
of interest groups; not necessarily considered as such by the people targeted for intervention themselves.
This raises the spectre of manipulation, especially if the ‘consumer’ is someone to whom social marketing
endeavours are done to, rather than someone extensively consulted during the development of a
programme.” (p. 44)

In some cases the symptoms of power inequalities are identified but power is not
identified as the problem (Foucault, 1978/1991a). Szablewska and Kubacki (2019) argue there is
a pressing need in social marketing to determine what is a ‘social good’ (p. 874). In doing so,
they acknowledge the need to justify who makes the decisions and how paternalistic
interventions interfere with individual autonomy. However, these issues stem from the inequality
of power within social marketing programs: ‘social good’ is determined by those in the position
of power, the decision makers of what is considered good for society are those with power and
the level of interference with individual autonomy is determined by those with power.
Szablewska and Kubacki (2019) propose the adoption of human rights-based approach to ensure
social marketing is achieving social goods, which is a noble theoretical approach. In cases such
as the Northern Territory Emergency Response (See Case Study One, Chapter 5), a program
initiated by the Australian Government to improve the parenting skills of Indigenous Australians
in many Northern Territory communities, rather than improving human rights, the government
suspended the Racial Discrimination Act.
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Rutherford (2000) suggests, the public sphere of democracy and reasoned dialogue, has
given way to an ideological fight for social and political control, with social marketing serving as
an ideological tool to reinforce the status quo. Rutherford (2000) provides an example of an antidrug campaign in New York City in 1972. One television scene is about a drug addict named
Joey, who steals from family, friends and strangers to feed his habit. While the scenes are
playing the voice-over says: “This is a drug addict. Unlike a man, he has no sense of right and
wrong, no use for reason. He only feels, and what he feels most of the time is fear… . He lives
off human beings because he's afraid to live like a human being” Rutherford (2000, p. 54). Joey
is portrayed as an animal, to be despised, rather than showing any understanding for the
underlying human suffering or taking up issue with the social determinants contributing to his
situation.
A further example of power imbalance comes from Pfeiffer (2004), who reported on a
Mozambique program that aimed to reduce the spread of AIDS by promoting condom use. The
study describes the relationships between non-governmental organisations (NGOs), the
International Monetary Fund and the World Bank, regarding campaigns they undertook, and the
structural adjustment programmes the campaigns required. Pfeiffer (2004) claimed that most of
the campaigns were not motivated by the ‘greater social good’, but rather, the motive was to
improve economic efficiency through behaviour change. In the case of condom social marketing,
Pfeiffer argues that social marketing was initiated by NGOs because of the reduction in
government financial assistance on public services, social marketing campaigns became a
financially viable way to maximise available resources (Pfeiffer, 2004).
While the Maori (Indigenous peoples of New Zealand) continue a desire to live by
holistic principles of health and wellbeing, Ellis (2006) a Maori researcher, criticised social
marketing for its role in commodifying Maori health. The study is unique as it critiques social
marketing from within the lived experiences of Maori peoples, no those defined by social
marketers. The study found Maori peoples were uncomfortable with terminologies such as
‘target market’ and ‘clients’ or ‘customers’ to define their Whanau8 members. This
reconfiguration of ‘health’ into ‘products’ or ‘commodities’ drew stark contradictions to the
8

Whanau means family in Maori language.
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holistic aspirations of Maori peoples. For the Maori, ‘meaning-creep’ has a significant historical
cost. The concept of ‘whaea’ in Te Ao Maori, for example, refers to “the broader notion of a
mother, who cares for extended Whanau members as well as her own” (Ellis, 2006, p. 326).
Today, the word is used in policy and practice to describe a biological mother and her child,
serving “to reconstitute Maori Whanau in the image of the coloniser” (Ellis, 2006, p. 326). In this
way Ellis (2006) argues social marketing is contributing to the subtle but powerful
reconfiguration of Maori Indigenous holistic views of health into merely ‘markets’, ‘clients’ and
‘products’.
Scrutinizing the wider effects of social marketing by adopting a critical stance has much
to offer, yet criticism is lacking within social marketing (Langford & Panter-Brick, 2013;
Tadajewski, 2010; Tadajewski & Brownlie, 2008). Therefore, this thesis takes a reflexive
approach (Nightingale & Cromby, 1999; Phillips & Hardy, 2002) to power issues within the
practice of social marketing, particularly in its targeting of Indigenous Australian audiences,
questioning if it synchronises with the intentions of the discipline.
3.6 Situation of thesis
The literature review from both chapter two and three will now situate the thesis. Chapter
two explored wholistic concepts of Indigenous Australian health and historic examples of
Australian governments paternalistic programs targeting Indigenous Australian people and the
outcomes of some of these programs. In general, the literature review of Chapter 3 shows the
holistic health requirements of Indigenous Australians required in Chapter 2, is not paralleled by
the reviewed social marketing programs. As highlighted in chapter two, a more holistic approach
needs to be taken to mitigate the ongoing power imbalances propagated by a history of
systematic racism. Chapter Three has also established the core concepts of social marketing as
(1) a potentially beneficial way to improve Indigenous Australian health and (2) to show how the
case studies of this study will been classified.
Given the historical top-down nature of behaviour change programs targeting Indigenous
Australians, the management of power inequality has now become a critical element in the
Indigenous Australian perspectives in Social Marketing

Reece George

68

potential uptake of behaviour change programs. While successful models of wholistic social
marketing and related behaviour change theories exist, the issue for indigenous peoples in not
simply whether a program is adopting an wholistic approach, rather, the issue of uptake is now a
matter of who is in control of the program? The literature is scarce in the discussion of power
dynamics within social marketing programs.
The Indigenous Australian perspective of social marketing is primarily about issues of
power, how power has evolved and how much Indigenous people have a say in the decision
making process. Given the power imbalances within government top-down interventions and an
Australian healthcare system managed primarily by the government, social marketing is seen as a
tool contributing to the ongoing colonisation and control of Indigenous Australians. With such a
powerful tool as social marketing, in the hands of powerful governments and health systems, it is
the aim of this thesis to explore how the power dynamics of social marketing programs effect
outcomes when targeting Indigenous Australian audiences.
Historically, the dominant power paradigm is downstreaming, an extreme example being
social engineering (The stolen generation). The downstream case study discussed in Chapter 5, is
the Northern Territory Emergency Response intervention, its inclusion being justified in the
methodology (See Section 4.4). The midstreaming example, discussed in Chapter 6, is the
Birthing on Country project, based on a health service intermediary with a power buy-in. And
upstreaming, while not used extensively in social marketing, can be found, for example, in
programs that prevent the sale of alcohol to teenagers. The upstreaming case study for this thesis
is the Narrandera Community Health Project and is discussed in Chapter 7.
Importantly, like Brenkert (2002), the intention of this thesis is not to question the
motivations of individual social marketers. Instead, the aim to raise sensitivity to the unregulated
power imbalances enforced around the formation of everyday practices associated with the
improvement of Indigenous Australian health. The next chapter will now discuss the method
used to critically evaluate these power issues.
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Chapter 4 – Methodology
This study is a mixture of approaches, guided by Indigenous ontology that values the
experiences and perceptions of Indigenous peoples (Smith, 1999, 2005). The focus of this study
is the application of social marketing behavioural change interventions on Indigenous
Australians, and where possible, the direct, primary experiences and perceptions of Indigenous
Australians in relation to this (Atkinson, 2001; Foley, 2003; Nakata, 2007; Wilson, 2008). As a
Martu man who shares a heritage with the Indigenous Australians who participated in this study,
I draw upon my own way of understanding the world as crucial methodological research for this
study. This means that an Indigenous ontological and epistemological approach informs the
methodological framework, formalised through the use of Indigenous standpoint (Nakata, 2007).
Therefore, the design of the study is exploratory, qualitative, and critical; that is, it seeks to
uncover issues of power embedded within social marketing, from an Indigenous Australian
perspective. Power relations between those operationalising social marketing interventions and
the audience/participants, are examined. The methodological framework was developed to
highlight the emergent knowledge of Indigenous perspectives on social marketing. The study
uses a critical approach to social marketing complimenting and intersecting with Indigenous
methodological approaches were critical to the fieldwork conducted. The issue of power
emerged as a central theme from the preliminary thematic review of the case study data,
requiring a Foucauldian (Foucault, 1978/1991a) and Faircloughian (Fairclough, 1992, 2013)
framework to analyse the data.
4.1 The research question
The purpose of multiple case study was to discover the power strategies of interventions
brought upon Indigenous Australians via social marketing initiatives. As explored in the previous
chapter, three main social marketing approaches – upstream, midstream and downstream – can
be employed for behavioural change; however, exploration of the power strategies used in each
of these approaches has not yet been explored as it relates to Indigenous Australians. This study
aimed to increase knowledge regarding appropriate and inappropriate strategic approaches
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towards Indigenous Australian peoples. The central research question of this study focused on
the following:
What are Indigenous perspectives of Social Marketing?
In relation to this question, the following research questions were also addressed:
•

In the design of social marketing programs for Indigenous audiences, what are some
of the factors that will help to make it more culturally appropriate?

•

What are some lessons we can learn about designing better Indigenous health
planning programs?

For this study, the guiding principles flow from Indigenous methodologies. This is simply
because Indigenous methodologies are required to research Indigenous peoples and present their
perspectives. This was done by investigating three social marketing programs (one from each
social marketing approach), using theory and methods that supported Indigenous Australian
perspectives. Pivotal to the current study was the case study selection.
4.2 Theoretical framework
The theoretical framework (Figure 4.1) required a combination of theories: critical theory
to challenge the dominant social marketing discourse, Indigenous standpoint theory to provide
Indigenous perspectives to the research question, and a Foucauldian governmentality lens to
understand the emerging power phenomena. These will now be discussed in more detail.
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Figure 4.1: Theoretical framework and approach

4.2.1 Critical theory
The aim of using critical theory in the methodology is to challenge the dominant social
marketing discourses and to explore the marginalisation of minority groups. The critical
paradigm is anti-foundational (Bohman, 2016); it seeks to address issues of social justice and
marginalism. The purpose of critical theory is not simply a means to an end but it is practical in a
moral sense. Horkheimer famously wrote that a theory is critical to the degree that it seeks
human “emancipation from slavery”, acts as a “liberating … influence”, and works “to create a
world which satisfies the needs and powers” of human beings (Horkheimer, 1972, p. 246). Such
knowledge is therefore not conceived and being neutral or abstract in nature, it holds the
potential for liberatory practice as new knowledge can result in new ways of doing things (Freire,
2005). Cohen, Manion, and Morrison (2013, p. 27) explain that “what counts as knowledge is
determined by the social and positional power of the advocates of that knowledge.”
For example, regarding knowledge of trees, different knowledge traditions have differing
perspectives. For an Indigenous person: a tree is not separate from the whole, it is in unity with
ecological consciousness, the Law (lore), family, songs, dancing, paintings, language,
spirituality, stories, seasons, (Neale et al., 2000, pp. 9-13). Not inert or an object, trees are
‘between living humans and all that is unseen and eternal’ (Grieves, 2009, p. 13), a part of the
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‘Dreamtime’, a spiritual system which encompasses everything (Neale et al., 2000, p. 1). By
contrast, in the Western scientific tradition, the discipline of botany categorises trees into the
plant kingdom, then fragments them further into divisions of either Gymnosperma or
Angiosperma; they are then subdivided further into Cycadophyta, Ginkgophyta, Coniferophyta,
and so on (BYJU’s, 2019). After classification, each tree is fragmented into three principal
organs: the roots, the stems, and the leaves, where each of these categories is further reduced,
finally to the atomic level (Everett, 2016).
Critical theory (Horkheimer, 1972, 1982) provided a method overlay and a way to focus
on issues such as race. Critical research allows thinking to focus on the dominant discourses and
for an analysis to be made into the understandings of how Indigenous peoples became known to
social marketers. It offers the possibility of “unmasking, exposing, and confronting continued
colonisation” (Writer, 2008, p. 2), it shifted the term colonialism to encompass “subtle and
hidden operations of power” (Gillborn, 2006, p. 27). Gillborn (2008) further argues that the
experience of minority groups is not recognised because of the normalising of ‘whiteness’, which
is created through a discourse of colour blindness. The issues of whiteness and race in Australia
can be found in the academic literature (McLaughlin & Whatman, 2011; Moreton-Robinson &
Walter, 2009). Whiteness is not about the colour of peoples skin, whiteness is a reference to the
organised assumptions that preserve power and entrance to the privileges of white people
(Leonardo, 2009). A critical theory approach is used in this thesis to explore marginalisation of
Indigenous Australians by the whiteness of health services.
4.2.2 Indigenous standpoint theory
Pumpa, Wyeld, and Adkins (2006) observed: “Aboriginal knowledge exists as a selfcontained knowledge tradition, radically separate ontologically and epistemologically from
Eurocentric knowledge traditions” (p. 810). Ontology is the first consideration of researchers.
These are questions about the “principles of being” (Perzanowski, 1990, p. 23). Being
conceptually encompasses objective and subjective features of reality and existence (Winning &
Bechtel, 2019). Pumpa et al. (2006) contrast the distinction between ontologies as a focus on the
whole as compared to the dissected parts; “Western traditions which emphasise the differences
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between what exists and how we represent it in a variety of symbolic systems”; the Aboriginal
knowledge traditions “emphasise the unity of symbol and object - of what exists and how we
represent it” (p. 811). This ontological divergence is significant enough to warrant an alternative
research framework for Indigenous research.
From an Indigenous perspective, ways of knowing are not abstract and impersonal but
involve a holistic relationship with everything, beyond the concept of rational. Extending the
importance of the relationships, Wilson adds, “the concepts or ideas are not as important as the
relationships that went into forming them” (Wilson, 2008, p. 74). In other words, reality is built
upon ‘relationships’ with the holism; reality is not external or fixed. This perspective is a core
principle of how Indigenous peoples view social marketing health programs and has implications
of how the methodology is structured. This holistic, relational perspective connects social
marketing health programs with the big picture, including such things as history, health, the
government, the healthcare system, the future, family, the environment. Wilson (2008) explains
Indigenous relational perspectives in more detail:
One major difference between those dominant paradigms and Indigenous paradigm is that those dominant
paradigms build on the fundamental belief that the knowledge is an individual entity: the researcher is an
individual in search of knowledge, knowledge is something that is gained, and therefore knowledge may be
owned by an individual. An Indigenous paradigm comes from the fundamental belief that knowledge is
relational. Knowledge is shared with all creation. It is with the cosmos: it is with the animals, with the
plants, with the earth that we share this knowledge. It goes beyond the idea of individual knowledge to the
concept of relational knowledge… you are answerable to all your relations when you are doing research.
(2008, p. 65)

Indigenous research epistemology contests positivist epistemological assumptions
dominantly represented in the marketing literature (Anderson, 1983; Deshpande, 1983; Hunt,
1991; Peter & Olson, 1983). Knowledge within an Indigenous research framework is understood
by the Western academy as subjective, grounded in lived experiences, it is holistic, it is
considered situated and subjugated (Grieves, 2009; Hart, 2010; Lock, 2007; Neale et al., 2000;
Wilson, 2008).
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In general, Indigenous perspectives incorporate Indigenous knowledge, or community or
cultural values into the research, it centres Indigenous communities within the research process
and promotes strategies that ensured research is determined, controlled, and disseminated by
Indigenous peoples. Therefore, incorporating Indigenous perspectives would more holistically
answer the research question (What are Indigenous perspectives of Social Marketing?),
reflecting the actual perceptions of Indigenous peoples who have experienced social marketing.
The application of Indigenous standpoint theory deepens the theoretical lens on data
collection and analysis, making it a valuable theoretical tool for the current study on Indigenous
communities. Its application, according to Foley (2003), requires (1) the researcher and
supervisor/s be Indigenous (the researcher and one of the three supervisors are Indigenous
Australian), (2) that the research be positioned as Indigenous research, (3) the research be of
benefit to the Indigenous community or Indigenous research community, and (4) wherever
appropriate, to include traditional language. By applying Indigenous standpoint theory, the
researcher acknowledges a duty, as a scholar, to be critical in the perspectives and discourses
found and to question the sociological foundations of the worldviews presented in each
individual’s life perspective.
In addition to Foley’s (2003) Indigenous standpoint theory requirements, Dadirri was also
employed. The word Dadirri means “listening to one another, in the language of the
Ngangikurungkurr people, from the Daly River region of the Northern Territory. It refers,
particularly, to listening in contemplative/reciprocal relationships. Professor Judy Atkinson,
herself an Aboriginal woman, explains the use of Dadirri as a research methodology:
[Dadirri brings] a knowledge and consideration of community and the diversity and unique
nature that each individual brings to community; ways of relating and acting within community;
a non-intrusive observation, or quietly aware watching; a deep listening and hearing with more
than the ears; a reflective non-judgmental consideration of what is being seen and heard; and,
having learnt from the listening, a purposeful plan to act, with actions informed by learning
wisdom and the informed responsibility that comes with knowledge (Atkinson, 2002, p. 16).
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Dadirri is not a traditional Western scientific research methodology. It builds knowledge
through sensitivity and awareness; it develops understanding through contemplation and
reflection (Atkinson, 2002). For the investigating of complex Indigenous cultural and personal
issues, Dadirri has previously been consulted and deployed (Atkinson, 2002; Burrows, 2004;
Tanner, Agius, & Darbyshire, 2005). Dadirri has been described as “a process of listening,
reflecting, observing the feelings and actions, reflecting and learning, and in the cyclic process,
relistening at deeper and deeper levels of understanding and knowledge-building” (Atkinson,
2002, p. 19).
Dadirri was employed in all research-related communication: interviews, community
consultations, communications with the university, in conversations with supervisors and
discussions with other researchers. It is a practice of deep listening based on respect. Especially
when speaking to Indigenous Australians in a community setting it is critical for the researcher
not to hurry things along. According to the Ngangikurungkurr people, “We cannot hurry the
river. We have to move with its current and understand its ways” (Ungunmerr-Baumann, 2002,
p. 3). It enabled interview participants to be respectfully heard, being listened to helps people to
better understand themselves, which in itself, satisfies one of the goals of critical theory.
4.2.3 A Foucauldian governmentality lens
People know what they do; they frequently know why they do what they do; but what they don’t know is
what what they do does (Dreyfus & Rabinow, 2014, p. 187).

During a preliminary thematic review of the research data, the issue of power structures
within Indigenous social marketing emerged as a central theme. At this point, a Foucauldian
perspective was introduced to analyse the phenomena. Foucault, a French philosopher, was
clearly centred in the Western tradition, however it is his critical theoretical analysis of
discipline, institutionalisation and biopolitics, as well as his pivotal work on power/knowledge, is
theoretically helpful when examining subjugation. A Foucauldian lens raises awareness of the
uses of power and identifies points of resistance. The Foucauldian perspective provided a lens
through which to explain the power issues which Indigenous Australians observe in social
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marketing health programs. The only factors necessary for this analysis to be considered
Foucauldian is that it is his definition of discourse, his tools and his ideas that are applied.
Stoler (1995, p. 35) argues that it is appropriate to apply Foucault’s work to race, even
though this was not historically applied to race, this is because “modern racism is the historical
outcome of a normalising society” and applying Foucauldian analysis to race provides powerful
possibilities. Said’s seminal work, “Orientalism” (1978) brought Foucault and cultural studies
together. More recently, scholars have applied the work of Foucault specifically to Indigenous
Australians (for example, (Gillan, 2008; Harrison, 2007a, 2007b; Harrison & Greenfield, 2011;
Moreton-Robinson, 2006; Nakata, 2007; Niesche, 2011; Vass, 2012).
The Foucauldian tool that will be used in this thesis is his concept or idea of
governmentality. The term governmentality is not clearly defined in Foucault’s work. The
concept of governmentality is interpreted more fully in the literature (e.g. (Dean, 1995; Dean,
2010; Rose, 1999). According to Dean (2010), “the term governmentality seeks to distinguish the
particular mentalities of arts and regimes of government and administration that have emerged
since ‘early modern’ Europe, while the term government is used as a more general term for any
calculated direction of human conduct”. Foucault (2000a) defines government as the ‘conduct of
conduct’. The concept of government, to Foucault, is a set of calculated activities that are aimed
at conditioning people’s thinking, their actions and emotions. However, what is unique about this
type of power is that it is not an outside force that governs the people; rather people are engaged
in ‘self-regulating’ of their own activities, these regulations being based on the system of
governmental truth that they are living in (Foucault, 2000b). On the other hand, Governmentality
usually has two meanings. The first refers to “specific modes of government which have
emerged in modern societies” (Hodgson, 2002, p. 321) and the second, concerns “the analysis of
the mentality of government, of the collective and taken-for-granted systems of thought and
practice which underpin attempts to govern society” (Hodgson, 2002, p. 320).
Australian Governments tend to adopt a neo-liberal mode of governance (See section
3.1.5 and Section 3.1.6) for promoting individual Indigenous Australians to take responsibility
for the management of their health (Bacchi, 2009). The dominant capitalist logic of production,
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consumption and organisation are reflected in these strategies. The dominant health discourse
aims to govern the lifestyles and behaviours of populations (Petersen, 1997). The adoption of
these strategies produce a method of governing at a distance, which is recognised by Foucauldian
scholars (Crawshaw, 2007; Dean, 2010) Governing at a distance can be found in the neo-liberal
method of governing, in late modern societies, through the inculcation of self-management and
individual responsibility. As a result, government social marketing health programs are
positioned in a paradigm of governmentality.
In addressing the research questions, it was essential to undertake a perspective that
would shed light on how social marketing’s discursive practices reveal conceptualisations of
governmentality power over Indigenous peoples, viewing them as something to be supervised
and made better.
4.3 Methodological approach
To answer the research question using the theoretical framework described above
required a qualitative approach. A multiple case study approach was considered appropriate for
the inclusion of Indigenous holism and relational knowledge principles. Data were examined
using Foucauldian and Faircloughian discursive analysis. Phenomenology and social
constructionism assisted in the analysis of emerging categories. Researcher reflexivity provided
reflection on the relationship between the researcher and the outcomes of the research.
4.3.1 Qualitative research
Qualitative research is interested in the way in which the world is “understood,
experimented, or produced” (Mason, 1996, p. 4) by the way people live, their behaviour, and
their interactions with others (Strauss & Corbin, 1990). It is interested in the systems, their
transformations and the context of the social dynamics (Mason, 1996; Maxwell, 2004).
Qualitative research focuses on participant “perspectives on their own worlds” (Creswell, 2007;
Marshall & Rossman, 1999) and in learning to appreciate the perspectives of other people’s
worlds (Savage, 2000, 2006). Qualitative research, furthermore, is concerned with the senses, in
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the “meanings” (Maxwell, 1996, p. 17; Miles & Huberman, 1994, p. 10; Silverman, 2000), in life
stories, in the personal narratives, in the internal ‘life experiences’ (Whittemore, Chase, &
Mandle, 2001), in participants “language”, in their “forms of social interactions” (Silverman,
2000, p. 89), in their unique knowledge, and “viewpoints and practices” (Flick, 1998, p. 6), and
in what people think and what that thinking “means, implies, and signifies” (Morse, 2002, p.
875). The study benefits from qualitative research because it is an effective way to look at social
marketing from an Indigenous Australian perspective, to facilitate the centring of Indigenous
voices.
4.3.2 Orientation: Governmentality
But here is an example of another possible orientation. In analysing a painting, one can reconstitute the
latent discourse of the painter; one can try to recapture the murmur of his intentions [or] … set out to show
a discursive practice that is embodied in techniques and effect… shot through with the positivity of a
knowledge (savoir). It seems to me that one might also carry out an analysis of the same type on political
knowledge (Foucault, 1972, p. 214).

Compared to mainstream academic social marketing research, the governmentality
approach suggests a different form of analysis. Rather than producing or reproducing knowledge,
a governmentality analysis is concerned with what knowledge produces, the subjectivities it
fosters and the subjection it prescribes, how it produces these effects, and the managerial
practices and technologies suggested. A governmentality analysis focuses on what type of
management the prescriptions embedded in social marketing discourse suggest. Moreover, rather
than being the goal and the endpoint of the analysis, social marketing discourse, its practices and
associated technologies are turned into the very object of analysis.
4.3.2.1 Phenomenology
Phenomenology is not an easy topic to explain. Generally, it is the study of the nature of
how we experience things, of the way we think about processes and the structures in our minds
that allow us to have the experiences and it is the study of the nature of subjectivity.
Phenomenology is especially concerned with first-person accounts; it deeply explores the nature
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of subjectivity. For the current study. It provides an Indigenous ontological approach to the
Foucauldian discourse analysis, which is both descriptive and qualitative. Edmond Husserl is
credited with the introduction of phenomenology. Thompson describes the Husserlian approach
eloquently:
Phenomenology, in is original Husserlian inspiration, grows out of the recognition that we can adopt in our
own first-person case different mental attitudes or stances toward the world, life and experience. In
everyday life we are usually straightforwardly immersed in various situations and projects…Besides being
directed toward these more or less particular, “thematic” matters, we are also directed at the world as an
unthematic horizon of all our activity. Husserl calls this attitude of being straightforwardly immersed in the
world “the natural attitude,” and he thinks it is characterized by a kind of unreflective “positing” of the
world as something existing “out there” more or less independently of us.
In contrast, the “phenomenological attitude,” arises when we step back from the natural attitude, not to
deny it, but in order to investigate the very experiences it comprises. …We are to attend to the world
strictly as it appears and as it is phenomenally manifest. Put another way, we should attend to the modes or
ways in which things appear to us. We thereby attend to things strictly as correlates of our experience, and
the focus of our investigation becomes the correlational structure of our subjectivity and the appearance or
disclosure of the world. Things remain before us, but we investigate them in a new way, namely, strictly as
experienced. (Thompson, 2007, pp. 17-18)(2007, 17–18)

4.3.2.2 Social constructionism
While social constructionism cannot be consolidated into to a fixed set of principles it is
considered to be an unravelling conversation about our understanding of the world and the nature
of knowledge. Constructionists are concerned with the construction of knowledge and how it is
understood: how it makes an appearance and how it comes to have substance for society (Berger
& Luckmann, 1991). Constructionists view truth and knowledge as created by the mind not
discovered (Schwandt, 2003). The everyday intercommunications between people in society and
the way they use language to construct their reality is of great significance to social
constructionism. The focal point of enquiry are the social practices people spend their time
doing. Social constructionism allows the researcher to step away from mainstream social
marketing discourse and construct meaningful discourse descriptions based on Indigenous
Australian ways of knowing and perspectives.
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4.3.2.3 Researcher reflexivity
Reflexivity means that researchers are conscious of their position in the research (Cassell,
Bishop, Symon, Johnson, & Buehring, 2009) and how the course of action they take influences
the conduct and outcomes of their work (Cunliffe & Karunanayake, 2013). Even for Indigenous
researchers working in an Indigenous context, it is important to identify any stereotypical
assumptions, even more so for non-Indigenous researchers (Belfrage, 2007; Russell-Mundine,
2012; Wilson & Neville, 2009). This self-identity is the “self as reflexively understood by the
person in terms of her or his biography” (Giddens, 1991, p. 53). Self-awareness is having a clear
perception of self (weaknesses, strengths, emotions, motivations, thoughts, beliefs), the
environment and the researcher’s experience of the environment (Finlay, 2002).
Research reflexivity is the researcher’s axiological value: where I consider my role in the
research, how I inform the research, design, discursive analysis, results, etc. I am not pretending
to be rational outside of the study context. While I am an Indigenous Australian from the Pilbara
region of Western Australia, considerable diversity exists amongst Indigenous peoples (Dyson,
2002) which still makes it necessary for me to provide a narrative account of that world as a
temporary insider visiting new Indigenous communities.
4.4 Case study selection
Case studies are familiar to marketers as a pedagogical device or as a means of
generating exploratory insights prior to more “rigorous” investigations (Bonoma, 1985). For the
current study, the case study approach was chosen as it practically allows for the other principles
within the framework to be expressed, particularly the emergence of phenomena from
Indigenous perspectives (Gilmore & Carson, 1996). When a holistic, in-depth investigation is
needed, case study is an ideal methodology (Feagin, Orum, & Sjoberg, 1991). Multiple-case
studies follow a replication logic, with each case study consisting of a “whole” study; facts are
collected from various sources and conclusions drawn on those facts (Tellis, 1997). The depth
and detail are obtained by being physically and psychologically closer to the phenomena through
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in-depth interviews: “the closer the researcher gets to the phenomenon, the clearer it is
understood” (Carson & Coviello, 1996, p. 55). Thus, “previously unknown relationships... can be
expected to emerge from case studies leading to a rethinking of the phenomenon being studied”
(Stake, 1981, p. 47). Using a multiple case study evaluation also demonstrates a pragmatic way
to address the current shortfall in Indigenous program evaluation (Productivity Commission,
2019). Selecting cases was based on the following approach.
Project selection was not merely a part of the research process: the cases were the object
of the study. The cases were chosen (Table 4.1), based on their perceived alignment with
downstream, midstream and upstream social marketing. This diversity in program selection
attempts to satisfy Indigenous principles of holistic, relational perspectives. Further, the cases
selected aim to demonstrate how the locus of behavioural change decision making is critical to
Indigenous social marketing. By using somewhat heightened examples, such as the NTER, the
study highlights the power relations at play inside of the practice of social marketing.
Table 4.1: Case studies
Case
Approach
Data
sources

Northern Territory Emergency
Response intervention (NTER)
Downstream
Interviews with three academics at
the Centre for Law and Justice at
Charles Sturt University and
secondary data sources,

Birthing on country
Midstream
Interviews with three key
decision makers of the
National Birthing on
Country Strategic
Committee and secondary
data sources.

Narrandera Community
Health project
Upstream
Interviews with five Indigenous
members of the Narrandera
community involved in the
project and two senior decision
makers of the project.

Case one: The downstream case study was found in the Northern Territory National
Emergency Response (NTER) project. This project was considered downstream due to its
government domination control of individual behaviour. The NTER case study targeted
Indigenous Australians at a population level aligning it with a downstream social marketing
strategy, however, from an Indigenous Australian perspective. The case will examine the
discursive upstream power structures of social marketing within the secondary research and
interview transcripts. The case was considered to be social marketing as there was evidence that
four out of five of Andreasen’s (2002) benchmarking criteria was present, namely: behaviour-
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change, research, segmentation, marketing mix and competition. ‘Exchange’ was found to be
more coercive rather than voluntary.
Case two: The Birthing on Country project was chosen as a midstream approach because
it used a multiagency partnership between a large tertiary hospital and two local Indigenous
controlled community health services. From an Indigenous perspective, the Birthing on Country
project instilled the norms of Indigenous Australian women into the healthcare system. The case
study is considered to be social marketing as there was evidence that all five of Andreasen’s
(2002) benchmarking criteria was present. The secondary data for this project suggests that this
project strategy is useful for implementing positive health behaviour changes for Indigenous
peoples. The analysis attempted to identify the power structures that enable this strategy to be
effective. Secondary data and interview transcripts are examined to identify any discourse which
enabled Indigenous Australian norms to be introduced into the healthcare system at the
midstream level.
Case three: The Narrandera community health program was chosen because of its
upstream approach to social marketing; it focused on effective long-term consultation with the
Narrandera Indigenous community to empower its members to make changes at the executive
management level of the Murrumbidgee health district. This strategy aligns well with social
marketing due to all five of Andreasen’s (2002) benchmarking criteria being present, namely:
behaviour-change, research, exchange, segmentation, marketing mix and competition. This case
study is relatively slow-moving and therefore, expensive in terms of time resources. The case
will examine how empowering an Indigenous Australian community to work out their own
health solutions is being achieved through discourse. Empowerment will be explored in relation
to long-term sustainability, community involvement, and how participants felt about the
program.
4.5 Data collection
Each case study required a different approach to data collection. As no published data
was available for the Narrandera Community health project due to the newness of the project,
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primary data collection became necessary. Access to senior members of the Australian
government, the primary decision-makers of Northern Territory Emergency Response (NTER)
project was not practical due to resource limitations making secondary data sources necessary
the primary source of data. Interviews with key decision-makers and secondary data sources
were available for the Birthing on Country project. The combination of interviews and secondary
data allowed for both the probing into issues beyond the reported project literature, and the
inclusion of long-term behaviour change data into the corpus.
4.5.1 Interviews
For the Narrandera Community health project, practically all of the data was collected
through interviews. Interviews investigated the thought processes and decision making
associated with the initial conception and implementation of the project. Discussions with the
projects senior decision-makers provided contact with prospective participants to interview. A
general cross-section of both project members and Indigenous Australian community members
provide a holistic view of the project. Three of the project’s key decision-makers and four
community members involved in the project agreed to be interviewed. Each participant signed a
consent form, and each interview was recorded and transcribed by the researcher. The
Narrandera Community health project spanned two years, from 2016 to 2018.
The National Birthing on Country Strategic Committee is made up of members from the
Australian College of Midwives, the Congress of Aboriginal and Torres Strait Islander Nurses
and Midwives, CRANA plus, the University of Queensland and the University of Sydney. Three
key decision-makers from the committee agreed to be interviewed. Each participant signed a
consent form. The interviews were semi-structured, allowing interviewees to speak broadly.
Dadirri provided the opportunity for each answer to be fully explored. This was particularly
valuable for a project involving Indigenous women because within Indigenous culture, birthing
is women’s business; it is women’s space. It would be disrespectful for a man to attempt to
control conversations about women’s business. Listening carefully was a valuable tool in this
context. Each interview was recorded and transcribed by the researcher.
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Academics knowledgeable about the NTER program, Australian law and politics were
sourced from Charles Sturt University Centre for Law and Justice. Charles Sturt University was
chosen because of the relevant qualifications of its members regarding the NTER case, which
included: specialised knowledge of child sexual abuse procedures and the placement of children
in out-of-home care. Indigenous perspectives of NTER from an Indigenous Australian woman
were of particular relevance. Three interviews were carried out, the data from two interview were
included (See Appendix 2), providing insights not available in the secondary data. Each
participant signed a consent form. The interviews were semi-structured, allowing for in-depth,
rich information to be gathered. Open-ended questions allowed interviewees to speak broadly
and Dadirri provided the opportunity for each answer to be fully explored before moving onto
the next question. Each interview was recorded and transcribed by the researcher.
For both the NTER and the Birthing on Country projects, the intervention targets were
not interviewed for their lived experiences. Extensive secondary data, including interviews with
Indigenous Australians who experienced the NTER intervention were readily available, not
requiring further interviews from the intervention targets. For the Narrandera Community health
project, five out the seven interviews were with local Indigenous Australians who were members
of Narrandera Indigenous community. Pregnant Indigenous Australian women who were the
intervention targets of the Birthing on country project were not interviewed for their lived
experiences. Instead, the interviews were carried out with the project’s decision makers, who
were Indigenous Australian women, providing insight into the workings of social marketing
project itself, rather than the perspective of pregnant Indigenous Australian women. Secondary
research data was also available showing the positive medical benefits to the intervention targets.
4.5.2 Secondary data collection
In December 2018, a high quality but small number of publications were identified using
the terms “Birthing on Country”. These included five peer-reviewed articles, three government
reports, four industry articles and one media article. The data from these resources provided
long-term behaviour outcomes and a broad scope of the program. Literature was collected from
the following databases: Routledge (Contemporary Nurse); MEDLINE/PubMed (The Medical
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Journal of Australia, Rural and Remote Health); Elsevier (Social Science and Medicine);
Australian media networks (The Conversation magazine); ProQuest, CSIRO, BMC Health
Services, Australian Midwifery News, The Australian College of Midwives, Congress of
Aboriginal and Torres Strait Islander Nurses and Midwives, CRANA plus, Sax Institute,
Queensland Nurse, Google and Google Scholar advanced search. Birthing on country data
collection covered a period from 2012 to 2019.
For the NTER case, a search of the literature was performed in April 2017. Additional
searching was undertaken in May 2017 to trace references within publications. Literature was
collected from the following databases: EbscoHost (SocIndex, PsycINFO, Child development
and adolescent studies and Family studies); Informit (RMIT Publishing, Australian Journal of
Social Issues, Law in Context, QUT Law Review, Sydney Law Review); Proquest (Journal of
Social Marketing, Surveillance & Society); MEDLINE/PubMed (The Medical Journal of
Australia, U.S. National Library of Medicine); Routledge (Psychiatry, Psychology and Law,
Journal of Australian studies, Griffith Law Review, Australian Feminist Law Journal);
Australian media networks (The Australian Independent Media Network, The Australian, ABC
Broadcasting); Elsevier, National Association of Community Legal Centres; Social Care Online;
Social Policy Research Centre, Australian Centre for Child Protection, Australian Council of
Social Service, Australian Institute of Family Studies, Department of Social Services, Closing
the Gap Clearinghouse, Australian Indigenous Doctors’ Association, Australian Institute of
Health and Welfare, National Institute for Health and Clinical Excellence, World Health
Organization, Google and Google Scholar advanced search. The Australian Parliamentary
Library was also systematically searched.
Key terms were entered in sequential order into each database. Many publications were
identified using the terms “Northern Territory Emergency Response” and “NTER”. As a plethora
of secondary data sources exist on NTER, and the primary determinant of social marketing is
dependent on whether the target audience adopted a new socially responsible behaviour or not,
the search was narrowed using the terms “behavior”, “behaviour”, “conduct”, “behaving”,
“actions”, “habits” and “practices”. This resulted in such a smaller number of publications. The
database searches produced 146 publications (journal articles, books, government reports, etc.).
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From these 146 publications, 4 parliamentary documents detailing the governments reasoning
behind the introduction of NTER legislation ("Appropriation (Northern Territory National
Emergency Response) Act (No. 1) 2007‑2008," 2007; "Families, Community Services and
Indigenous Affairs and Other Legislation Amendment (Northern Territory National Emergency
Response and Other Measures) Act 2007," 2007; "Northern Territory National Emergency
Response Act 2007," 2007; "Social Security and Other Legislation Amendment (Welfare
Payment Reform) Act 2007," 2007), one report from The Northern Territory Emergency
Response Review Board Report (Commonwealth of Australia, 2008), a report from the
Australian Human Rights Commission (Human Rights and Equal Opportunity Commission,
2008b) and one health impact assessment from the Australian Indigenous Doctors’ Association
covering a period from September 2007 to January 2009 (Australian Indigenous Doctors’
Association, 2010). These seven documents were chosen on their credibility and first-person
accounts.
4.6 Discourse Analysis
Based on Foucault’s work, several approaches for analysing discourse have been
developed (see (Fairclough, 1992; Fairclough, 2001; Laclau & Mouffe, 1985; Phillips &
Jørgensen, 2002; Potter & Wheterhell, 1987). Generally, discourse can be defined as “a
particular way of talking about and understanding the world (or an aspect of the world)” (Phillips
& Jørgensen, 2002, p. 1). Critical discourse analysis offers a language approach which is
concerned with the critique of relations of power and ideology in society at large, and looks at
the production, circulation and interpretation of texts in which relations of domination and
control may be said to be at stake (Fairclough, 2001; Van Dijk, 1993, 2011; Wodak &
Fairclough, 1997). Data analysis for this study draws on the work of Michel Foucault (Foucault,
1972, 1978/1991a) and (Fairclough, 1992, 2013). This is a multi-perspective approach, merging
elements from Foucauldian discourse analysis and critical discourse analysis.
In this study, discourse analysis is employed as an instrument to examine a set of selected
documents, to deduce how meanings are constructed in these documents, and how these
meanings are shaping social marketing practices targeting Indigenous peoples. This is done by
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exploring patterns in and across a collection of utterances within the thematic area of Indigenous
Australian health. Informed by various discourses, the selected documents are taken as a sociopolitico-economic product, produced by certain Western institutions, and interpreted and
consumed by Western health planners, individuals, communities, businesses, and organisations.
In this context, they are examined for their effects that are associated with discursive ‘truths’ and
how these are created within social marketing through particular discursive mechanisms. What
will be analysed are the processes through which discourses are constructed as to give the
impression that they depict a true or false image of reality (Phillips & Jørgensen, 2002).
Discourse analysis intends to show how a broad cluster of case study discourses around
Indigenous Australian health interventions are deployed in a text, to achieve particular effects in
the broader context in which that text operates. The underlying assumption is that the work of
deconstruction and reconstruction of texts can provide hints about issues. For example, the
intention of the authors of a text due to their institutional belonging, political commitment;
politically dominant ideologies; or the potential influence of specific topics on the people and,
thus, their actions, can be examined. While the focus of the analysis is only on the three chosen
case studies, it is possible to say something about social marketing power structures in general.
Numerous authors have shown the importance of discourse analysis in understanding how
planning decisions are made (Kumar & Pallathucheril, 2004; Portugali & Alfasi, 2008).
Discourse analysis entails an interpretative reading of texts that is made possible by
immersion in a particular culture or society, which provides a discourse analyst with a thick
tapestry of ‘ways of talking’ that he/she may identify, construe, and relate to in a communicative
situation. Rather than prescribing hard–and–fast or standard approaches to identifying discourses
or reading texts, a multiplicity of procedural choices or a set of selected analytical techniques are
employed to provide alternative insights into the text and, thus, independent outcomes, “...there
is no clear consensus as to what discourses are or how to analyse them. Different perspectives
offer their own suggestions...” (Phillips & Jørgensen, 2002, p. 1). Having identified a set of
dimensions that matter the most in the construction of the overall meaning of the selected
documents, the “What is the problem represented to be?” approach was applied in this discourse
analysis.
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“What is the problem represented to be?” approach was first offered by Carol Bacchi in
1999. In 2009, this approach became an unconventional policy analytical methodology that
“offers both an original methodology and scholarly paradigm, by providing to the social sciences
a mode of critical enquiry which simultaneously engages to contemporary post-structuralist
accounts of power, subjects and social change” (Bletsas & Beasley, 2012, p. 1). The method
draws upon social construction theory and Foucault’s notion of governmentality. This approach
to analysing data using Foucauldian-informed discourse analysis is seemingly adaptable,
adaptability does not mean there is no criteria. This approach requires a sound understanding of
how Foucault’s methods apply to a certain context within his theoretical framework. Bacchi
(2009) suggests six departure points to be applied to particular problem representations, which
have been reduced to four for the purpose of this study. The data analysis of this study follows
these departure points and procedures:
1. What is the problem represented to be in a specific policy?
To examine what the Indigenous Australian health problem is represented to be in
the case study corpus.
2. What presuppositions or assumptions underlie this representation of the problem?
To find out how the Indigenous Australian health problem has come to be seen as
a problem by identifying the disciplinary/governing techniques operating within
the case study corpus and the grids of social regularities that constitutes the
problem representation.
3. What effects are produced by this representation of the problem?
To identify subjectification effects and discursive effects in the way the
Indigenous Australian health problem is represented.
4. How/where has this representation of the problem been produced, disseminated
and defended?
To discuss how the representation of Indigenous Australian health can be
questioned, disrupted and replaced and the way to address possible resistance. (p.
48)
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Discourse “often contain tensions and contradiction”, and therefore, “it is important to
recognise the interpretive dimension of the analytic process” (Bacchi, 2009, p. 20). When
examining the NTER case, the discourse analysis is limited to the way the Australian
government represented the Indigenous Australian problem in parliament, the underlying
assumptions that made this parliamentary representation of Indigenous Australians possible, the
way the problem was disseminated to Indigenous Australians, and the direct effects the problem
representation had on Indigenous peoples living in communities affected by the intervention. The
constructed and contested nature of discourse contributes to the complexity and uncertainty in
multi-layers of analysis.
In summary, critical theory (Horkheimer, 1972; 1982 ) guides this methodology.
Indigenous epistemologies (Smith, 1999, 2005) seeks to decolonise conventional Western
methodological frameworks by employing Indigenous ways of knowing (Grieves, 2009; Hart,
2010; Lock, 2007; Neale et al., 2000; Wilson, 2008) and presenting the results from an
Indigenous perspective using Indigenous standpoint theory (Nakata, 2007). Data collection
draws on qualitative research methods (Mason, 1996; Strauss & Corbin, 1990), using a multiple
case study approach (Stake, 1995, 1998), which is based on Indigenous holistic (Bohm & Hiley,
1977; Wilson, 2008) and relational perspectives (Wilson, 2008), and Dadirri (Atkinson, 2001),
an Indigenous way of respectfully listening. Data analysis uses a Foucauldian Governmentality
framework and thematic analysis. Phenomenology (Struthers & Peden-McAlpine, 2005), social
constructionism (Burr, 2015) and reflexivity (Creswell & Miller, 2000) are used to guide the
emerging categories. Indigenous ethical and protocol standards are required to conduct the
research in a culturally appropriate manner (Durie, 2004; Janke, 2009). The discussion will now
move onto the three case studies, starting with the Northern Territory Emergency Response
(NTER) project.
4.7 Trustworthiness and ethical considerations
The foundation of the critical paradigm is found in the struggle for equality and social
justice, which is demonstrated in the social sciences as the oppression of the people. Accurate
knowledge through research is an attempt to improve the human condition (Fay, 1987).
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Knowledge production changes how people think (Creswell, 2007). Validity within this context
is found when research creates action or the capacity for positive action (Guba & Lincoln, 2005;
Merriam, 1991). But if the constructions of this thesis are followed can they be trusted to benefit
Indigenous Australians or social marketers in an Indigenous Australian context? For purposes of
this discussion, the view of Lincoln Lincoln, Lynham, and Guba (2013) is adopted. They argue
that adopting radical definitions of social science are appropriate, as “paradigmatic controversies
are often taking place at the edges of those conversations” (Guba & Lincoln, 2005, pp. 247-248),
the ‘edges’ being the places that project the short and long term future of qualitative research
such as the use of Indigenous methods to uncover Indigenous paradigms.
Given the historical dimensions of Australian history, axiology in Indigenous Australian
research has taken time to establish. In doing so, a wide range of values, ethics, and principles
have been identified and outlined making it difficult to determine exactly which Indigenous
axiology informs and guides an Indigenous research paradigm. The leading Indigenous research
institutions and acedemics have previously noted which of these values, principles, and ethics
relating to research warrant attention. (Atkinson, 2001) believes following principles must guide
Indigenous research
1. Aboriginal people themselves approve the research and the research methods;
2. A knowledge and consideration of community and the diversity and unique nature that
each individual brings to community;
3. Ways of relating and acting within community with an understanding of the principles of
reciprocity and responsibility;
4. Research participants must feel safe and be safe, including respecting issues of
confidentiality;
5. A non-intrusive observation, or quietly aware watching;
6. A deep listening and hearing with more than the ears;
7. A reflective non-judgemental consideration of what is being seen and heard;
8. Having learnt from the listening a purposeful plan to act with actions informed by
learning, wisdom, and acquired knowledge;
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9. Responsibility to act with fidelity in relationship to what has been heard, observed, and
learnt;
10. An awareness and connection between logic of mind and the feelings of the heart;
11. Listening and observing the self as well as in relationship to others;
12. Acknowledgement that the researcher brings to the research his or her subjective self. (p.
10)
These principles are implemented into the research in multiple ways: (1) the student
researcher is an Indigenous Australian as well as one of the supervisors; (2) consideration is
provided to the community that respects Indigenous values, in the knowledge seeking and
holding process, such as respecting the privacy of women’s business in publications; (3) the
researcher provided helpful knowledge back to the community; (4-6) respect was shown during
interviews and consultations by a deep listening and attentive attitude to Indigenous Australians,
at all times (Dadirri); (7) no judgments were made of individuals, no matter what they told the
researcher; (8-9) shared knowledge was honoured by transcribing every recorded word and
analysing it for emerging themes; (10) being humble, not getting a big head; (11) the researcher
acknowledges his role as a student in the process, listening to recordings of interviews, feedback
from community members and feedback from supervisors; (12) researcher reflexivity is formally
part of this research method (see Section 4.2.2)
Based on these principles, a rigorous ethics approval was sought for human participants.
Research participants who are of Indigenous Australians origin are particularly protected by
research ethics. Approved was eventually given to proceed with the research by the Charles Sturt
University’s Human Research Ethics Committee. (See Appendix 1)
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Chapter 5: Case One – Northern Territory Emergency Response (NTER)
5.1 The context of NTER
This chapter will report on the findings from the Northern Territory Emergency Response
(NTER) project. Primary data for this case study was transcribed from interviews carried out
with three lecturers, from the Charles Sturt University Centre for Law and Justice. Secondary
data draws upon targeted archival material including Parliamentary Hansard transcripts and both
government and independent program evaluations. The combination of these sources renders
insight into the power structures that exist when downstream social marketing health programs
target Indigenous peoples in Australia. The NTER project was considered a downstream social
marketing approach based on the following (Table 5.1) criteria.
Table 5.1: NTER alignment with Andreasen (2002) social marketing benchmark criteria
Criteria
1. Behaviour-change
2. Research
3. Segmentation
4. Exchange
5. Marketing mix

6. Competition

Description
Not precisely stated but inferred as: an end to irresponsible parenting.
Formative research was gathered in parliament via interviews but not followed, no pretesting was done, intervention was monitored as it was rolled out.
Applied to a broad range of geographical locations in the Northern Territory know as
‘prescribed areas’, in which Indigenous Australian people were the sole or predominant
inhabitants.
If participants changed their behaviour, they would continue to receive government
welfare payments. This may not be considered voluntary behaviour change as some
participants had no choice of income other than welfare payments.
The product was presented as better education, help with income management, improved
health services for children, better policing and safer communities; the price was
forfeiting welfare payments; the place was in Indigenous Australian communities
(prescribed areas); and the promotion included radio, newspapers, road signs, meetings,
presentations and community relations.
Wider influences promoting and reinforcing alternative or counter behaviours.

The case examines discursive upstream power structures of social marketing from the
selected secondary research and interview transcripts. The long-term results of NTER suggest
this strategy is unsuccessful at enabling positive health behaviour change amongst Indigenous
populations. Nonetheless, it may be possible to modify the power structures to make it more
culturally acceptable and effective.
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5.2 A brief background of NTER
On 8 August 2006, the Board of Inquiry into the Protection of Aboriginal Children from
Sexual Abuse, co-chaired by Ms Patricia Anderson and Rex Wild QC, was assembled by the
Northern Territory Government. This situation was the consequence of a resolution by the
Australian government to investigate and address issues of child abuse and violence in
Indigenous communities. The board of inquiry then released the “Little Children are Sacred”
report on 15 June 2007 (Northern Territory Board of Inquiry into the Protection of Aboriginal
Children from Sexual Abuse, Wild, & Anderson, 2007). The report advised, “Aboriginal child
sexual abuse in the Northern Territory be designated as an issue of urgent national significance
by both the Australian and Northern Territory government” (Northern Territory Board of Inquiry
into the Protection of Aboriginal Children from Sexual Abuse et al., 2007, p. 7), which became
the impetus for action by the Australian Government. On 21 June 2007, the Hon John Howard,
the then Prime Minister of Australia, as well as the Hon Mal Brough, the then Minister for
Families, Community Services and Indigenous Affairs, issued a statement introducing national
emergency measures, known as the Northern Territory Emergency Response (NTER). The
measures being aimed at Indigenous Australian children in the Northern Territory, protecting
them from abuse and providing them with a better, safer future. The Hon Kevin Rudd, the then
Leader of the Opposition, offered bipartisan in-principle support, while the Democratic and the
Green political parties were opposed to the plan (Commonwealth of Australia, 2011).
5.3 How the problem was represented
The government did not explicitly state the desired behaviour change of the intervention;
instead, the Minister for Families, Community Services and Indigenous Affairs noted the
relationship between the ‘Little Children are Sacred’ report (Northern Territory Board of Inquiry
into the Protection of Aboriginal Children from Sexual Abuse et al., 2007) and the NTER
measures:
Six weeks ago, the Little Children are Sacred report commissioned by the Northern Territory government
confirmed what the Australian government had been saying. It told us in the clearest possible terms that
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child sexual abuse among Aboriginal children in the Northern Territory is serious, widespread and often
unreported, and that there is a strong association between alcohol abuse and sexual abuse of children.
With clear evidence that the Northern Territory government was not able to protect these children
adequately, the Howard government decided that it was now time to intervene and declare an emergency
situation and use the territories power available under the Constitution to make laws for the Northern
Territory. (Commonwealth of Australia, 2007b, p. 1)

This statement presents the problem as ‘alcohol abuse’, leading to the ‘widespread and
often unreported’ crime of ‘child sexual abuse among Aboriginal children’. This situation has led
the government to declare ‘an emergency situation’ and the initiation of new laws.
In the second readings of the Social Security and Other Legislation Amendment (Welfare
Payment Reform) Bill 2007, to the House of Representatives, the Minister for Families,
Community Services and Indigenous Affairs represented the problem in these ways.
Over the last decade, the Howard government has moved to tackle the scourge of passive welfare and to
reinforce responsible behaviour through the establishment of our mutual obligation framework… One of
the most important obligations a person can have is responsibility for the care, education and development
of children. Welfare is not for alcohol, drugs, pornography or gambling… To address this circumstance,
the government will introduce three nationwide measures… which assist state and territory child welfare
authorities in the prevention of child neglect… The second situation involves some remote Indigenous
communities where normal community standards and parenting behaviours have broken down… The
combination of free money (in relatively large sums), free time and ready access to drugs and alcohol has
created appalling conditions for community members, particularly children. (Commonwealth of Australia,
2007c, p. 1)

In the above statements, the problem is presented explicitly, in that ‘normal community
standards and parenting behaviours have broken down’ in Indigenous Australian communities,
leading to ‘child neglect’. That this situation is the result of the ‘scourge of passive welfare’
which is a ‘combination of free money (in relatively large sums), free time and ready access to
drugs and alcohol’, where Indigenous Australians, instead of spending welfare payment on the
‘education and development of children’ are spending the money on ‘alcohol, drugs,
pornography and gambling’.
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In the second readings of the Northern Territory National Emergency Response Bill
2007, to the House of Representatives, the Minister for Families, Community Services and
Indigenous Affairs represented the problem in these ways.
We need to dry up the rivers of grog. We need to stop the free flow of pornography. We need to improve
living conditions and reduce overcrowding. More houses need to be built and we need to control the land
in the townships for a short period to ensure that we can do this quickly. We need to make sure money paid
to parents and carers by the government for feeding children is not used for buying grog or for gambling.
We need to make sure local shops stock good, affordable food for growing children. We need to show
people that there is hope of a life beyond welfare so that going to school is seen to be worthwhile. We need
to show people that it is possible to own and control your own house, which can only happen when you
have a lease over the land that it is built on. (Commonwealth of Australia, 2007c, p. 10)

The above statement presents the problem as ‘rivers of grog’ (alcohol) and the ‘free flow
of pornography’. It presents living conditions as ‘overcrowded’ and highlights the need to stop
the irresponsible use of land ownership. The statement suggests that welfare payments are not
being used for ‘feeding children’ but for ‘buying grog or for gambling’. The problem then moves
beyond Indigenous peoples; it focuses on community shops and their need to supply healthy,
affordable food. It then frames the problem again as welfare payments, specifically the lack of
hope amongst Indigenous Australians’ beyond welfare’, the lack of understanding amongst
Indigenous Australians to ‘control your own house’ and to own the land on which it is built.
In the second readings of the Families, Community Services and Indigenous Affairs And
Other Legislation Amendment (Northern Territory National Emergency Response And Other
Measures) Bill 2007, to the House of Representatives, the Minister for Families, Community
Services and Indigenous Affairs represented the problem in these ways.
This is an emergency situation in the Northern Territory and we need to act quickly. Each and every day,
children are being abused… The cycle of unemployment and welfare dependency, alcohol abuse and
violence needs to be broken so that we can go on to build sustainable, healthy communities… Put simply,
this measure in the bill is intended to prevent children being exposed to pornography, by removing this
material from homes and preventing it from entering communities… Children should never be exposed to
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this sort of material as they are on a regular basis in some of these communities. (Commonwealth of
Australia, 2007a, p. 17)

The problem presented in this statement is that of an emergency requiring an immediate
response. The problem is explicitly presented here as children being abused ‘each and every day’
due to exposure to pornography. This problem is the result of a ‘cycle of unemployment and
welfare dependency, alcohol abuse and violence’.
The theme of alcohol abuse is mentioned five times in these statements. Drugs and
pornography are both mentioned twice; gambling and violence are mentioned once each. Child
sexual abuse is presented twice as the problem, child neglect and the exposure of children to
pornography are also mentioned. This situation is presented as the result of irresponsible
parenting brought about by the inappropriate use of welfare payments. Welfare payments to
Indigenous Australians are framed as a scourge because they have free time, yet they receive
relatively large sums of free money. The cycle of unemployment and welfare dependency leads
to no hope in life beyond welfare and no understanding of land ownership or housing. To find
out what contributes to this framework, a study must consider the origins, mechanisms,
constitutive conditions, and forces which cause this situation to emerge.
5.4 Assumptions underlying the problem representation
This step opens up discourses on the NTER intervention by identifying the keywords,
concepts, and binaries (Bacchi, 2009) in the governmental discourse, as well as disciplinary
techniques (Moss & Dahlberg, 2008) operating within the discourse. Starting with the underlying
assumptions and conceptual framework established by governmental instrumentalities, this
chapter shows how the discourse, once constructed, connected the problem with behavioural
change interventions established to resolve the problems.
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The following assumptions were necessary to present the problem (Section 5.2).
•

The concept that Indigenous Australians are alcoholics, drug addicts, addicted to
pornography, problem gamblers and violent.

•

The concept that Indigenous men sexually abuse children, Indigenous Australian
women neglect their children and that Indigenous children are regularly exposed to
pornography.

•

The concept that the government is spending large sums of taxpayers hard-earned
dollars on welfare payments, but those payments are not being used to look after
children; they are being spent on pornography, alcohol, drugs and gambling.

•

The concept that Indigenous Australians have free time but are too lazy to work, so
they take welfare payments.

•

The concept that there is no hope in life while being a recipient of welfare.

•

The concept that hope in life relates to the accumulation of material wealth, such as
land and homeownership.

The construction of the ‘problem’ covers three critical areas for behaviour change
interventions. Firstly, Indigenous Australian men are presented as sexual predators and
paedophiles, and Indigenous Australian women are presented as neglectful mothers. Secondly,
Indigenous Australian people are presented as lazy, hopeless, and violent. Thirdly, there is a
connection between welfare recipient status and abuse of alcohol, drugs, pornography, and
gambling. These three connected constructions of the problem of Aboriginal people in the
Northern Territory create a problem to be solved by governmental intervention. From these
concepts flowed the following disciplinary action in the form of behavioural and military
interventions.
On 21 June 2007, the Australian Government passed the Northern Territory National
Emergency Response (NTER) legislation. The NTER legislation, when originally enacted, was
made up of five Acts:
1. Northern Territory National Emergency Response Act 2007 (Cth) (NTER Act);
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2. Social Security and Other Legislation Amendment (Welfare Payment Reform) Act
2007 (Cth) (SSWP Act);
3. Families, Community Services and Indigenous Affairs and Other Legislation
Amendment (Northern Territory National Emergency Response and Other Measures)
Act 2007 (Cth) (FCSIA Act);
4. Appropriation (Northern Territory National Emergency Response) Act (No. 1) 20072008, 2007 (Cth) (Appropriation Act No 1);
5. Appropriation (Northern Territory National Emergency Response) Act (No. 2) 20072008, 2007 (Cth) (Appropriation Act No 2).
The NTER legislation targeted ‘prescribed areas’, which was a broad geographical area
where Indigenous Australian people were the only people living in those areas, this including
Indigenous owned land, declared town camps and other declared areas. The more notable
features of NTER legislation included
•

Bans on the sale and consumption of alcohol in prescribed areas;

•

Bans on the possession and supply of pornographic material in prescribed areas;

•

Compulsory acquisition by the Commonwealth of 5-year leases over declared
Indigenous Australian land, Indigenous Australian ‘community living areas’ and town
camps;

•

Denial of compensation equivalent to that to which another landholder in the
Northern Territory would be entitled for compulsory acquisition;

•

The exclusion of customary law and cultural practice as a factor relevant to
sentencing and bail decisions;

•

The application of income management to residents of prescribed (and other
declared) areas;

•

The denial of review by the Social Security Appeals Tribunal of income management
decisions; and

•

Modifications to the permit system to allow greater access to Indigenous Australian
land. (Australian Human Rights Commission, 2011)
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Controversially, the NTER legislation suspended the operation of the Racial
Discrimination Act 1975 (Cth). Suspension was granted in relation to the intervention measures
and to deem actions taken under the NTER, SSWP and FCSIA Acts to be ‘special measures’. In
doing so, the Australian government were claiming that the intervention was non-discriminatory
and beyond the reach of the Racial Discrimination Act 1975 (Cth). (Australian Human Rights
Commission, 2011). This classification is strongly disputed; rather than being a helpful or
positive intervention for Indigenous Australians, NTER measures restricted the rights of some or
all the members of the targeted Indigenous Australian groups or communities.
5.5 The lived effects produced by the representation of the problem
This section considers the lived effects that have flowed on from the representation of the
NTER problem. The way the problem was presented created difficulties for Indigenous
Australians. This analysis will identify where and how the power functions of government
harmed Indigenous Australians. This section is not the standard social marketing analysis of
program outcomes, the effects discussed here lay beyond measurement approaches. The source
of data for this section is a combination of three transcribed interviews from lecturers at the
Charles Sturt University Centre for Law and Justice and a secondary report by the Australian
Indigenous Doctors’ Association (Australian Indigenous Doctors’ Association, 2010), which
included evidence from interviews with community members, interviews with key stakeholders
and expert reviews.
In general, there were both positive and negative effects. The few positive effects of
NTER reported were by non-Indigenous stakeholders. One non-Indigenous doctor pointed out
that NTER showed how the government was concerned for the welfare of Indigenous Australian
children, saying, “… at least there was a recognition that there was a problem that needed action
and needed money being spent on it” (Australian Indigenous Doctors’ Association, 2010, p. 13).
One non-Indigenous Health Service Manager made a positive comment about the commitment
by the government to providing long-term funding for services and infrastructure to Indigenous
Australian communities, saying, “A $99.7 million commitment over two years … you know,
that’s not just incremental, that’s kind of a great leap forward in terms of funding remote primary
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health care” (Australian Indigenous Doctors’ Association, 2010, p. 13). A non-Indigenous
Government Business Manager highlighted how government services would now be able to
respond more promptly and precisely to community needs, pointing out that “Government
Business Managers from the region and the Indigenous Coordination Centre [were] kind of
working together quite closely to be responsive to some extent …” (Australian Indigenous
Doctors’ Association, 2010, p. 14).
There were, however, many negative effects reported. Indigenous Australian community
members and stakeholders felt shocked, frustrated, shamed and angry at the racist nature of
NTER. An Indigenous Australian Community Leader said:
It was all our fault. No [recognition] that we were in deep crisis here and really needed some help … [This
is] all your fault you know, you’re drunks, you’re lazy, you’re undisciplined, uneducated and now you’re
fucking your kids so just get on with it and cop this into the bargain because we’re decent. We’re a decent
society and you can’t do that in our society. So we’re going to garnishee your wages. We’re going to sort
of, you know, examine every orifice of your kids and we’re going to find these perpetrators. You know as if
that, that’s all. You know it doesn’t work like that. (Australian Indigenous Doctors’ Association, 2010, p.
14)

Upon the introduction of the legislation, Indigenous Australian community members and
stakeholders affected by the NTER intervention were made to feel the problem was their fault.
Its failure would also be seen as the fault of Indigenous Australian rather than the incompetence
of government (Australian Indigenous Doctors’ Association, 2010). It caused Indigenous
Australians living in the targeted communities feel as if they had been found guilty of child
sexual abuse and neglect, that they were all alcoholics, lazy, undisciplined and uneducated. The
exclusion of non-Indigenous Australians from allegations implied that child sex abuse was an
Indigenous-Australian-specific problem. This produced an effect of a low sense of self-worth.
Indigenous Australians living in these communities had to live with the stigmatisation that a
decent society thought they were indecent, which further reinforced the existing social
inequalities. The unequal power relationship did not allow for effected Indigenous Australians to
regain their self-esteem by challenging any of these unfair representations. These unfair
representations being deliberate fabrications of the situation suggests social fabrication by the
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Australian government. The inability for Indigenous peoples to defend themselves against the
government rhetoric was noted in an interview with an Indigenous legal academic:
The core issue of the NTER intervention was child sexual abuse. There was scarce evidence of child sexual
abuse and what evidence existed didn’t prove Indigenous peoples were doing the abusing, often it was kids
doing it to kids. The rhetoric from the government and media framed Indigenous men abusing children out
in remote communities, which had to stop immediately. Anybody questioning the rhetoric was seen as
defending paedophiles. (Research participant: Indigenous legal academic)

The suspension of Section 9 of the RDA was viewed as highly discriminatory. One of the
Indigenous legal academics interviewed said: “For NTER, the government told Indigenous
peoples that if they didn’t send their children to school, they wouldn’t get their government
payment, while non-Indigenous peoples were not subject to the same laws”. The suspension of
the RDA came about because the problem representation portrayed Indigenous Australians as
culturally backward. The employment of the ‘special measures’ clause to suspend the RDA then
became the solution: to assimilate Indigenous Australians into decent Western society, to bring
Indigenous peoples up to some assumed Western state of social development. For Indigenous
Australians, this approach from the government was part of an ongoing legacy. As one of the
non-Indigenous legal academics said in her interview, “It is a part of going back to a legacy of
colonisation, systemic racism, colonised racism, Indigenous Australian people not given the
opportunity to sit at the negotiating table, not given respect as part of reform institutions”.
The unfair targeting of Indigenous Australian people caused outrage. One Indigenous
Australian Community Member commented that “This mob are guinea pigs… we weren’t
allowed outside the fence. It is like returning to the past. Same as ration days; only a little bit of
money” (Australian Indigenous Doctors’ Association, 2010, p. 14). The racial discrimination
was viewed as a failure to understand that without considering the values of Indigenous
Australians, governments cannot implement changes ‘their best interests’, this was a lack of
understanding by non-Indigenous Australians about the cultural values of Indigenous
Australians. One Indigenous Australians expert reviewer said “... having things done ‘to’ them
as opposed to ‘with’ them - with many new, know-all whitefellas from interstate bossing them
around” (Australian Indigenous Doctors’ Association, 2010, p. 16).
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People questioned the government’s motives; was long-term behaviour change the
motivation behind NTER? It seems unlikely. A non-Indigenous legal academic pointed out that
“It is all about trust and communication, but that seems like such a tripe thing to say… how are
people going to accept behaviour change if they are not trusting the people who are making them
change the behaviour?”. One Aboriginal community member said, “If politicians and
government had sat down with [Deidentified community] we would have given them better ideas
of how to proceed and what to do” (Australian Indigenous Doctors’ Association, 2010, p. 18).
By not consulting with Indigenous communities, the government was indicating that they knew
better. As one non-Indigenous legal academic put it, the government “ignored the fact that
communities were already taking responsibility for themselves”; the problem was that the
government failed. The futility of this approach to behaviour change was explained this way:
For … the sexual exploitation of children, the difficulty is that you don’t have the solution, so you don’t
know how to fix the problem, and unless you do the consulting properly, you can’t understand the problem
that you meant to address. If you just go in and quarantine welfare and make people behave in a certain
way, they are not going to do it because they hate you and don’t know who you are and you have told them
that they are the criminals. You have to consult. (Research participant: Non-Indigenous legal academic)

Commenting on the long-term effects to Indigenous/Government relationships from
employing this strategy, an Aboriginal Corporation noted “It will take several decades before we
can turn this around … While ever there is a dominant attitude that thinks it’s okay to do this I
think these kind of impacts will be long-term” (Australian Indigenous Doctors’ Association,
2010, p. 15).
Many Indigenous Australians living in affected communities share a history of
government policy that caused trauma to their families and communities. One Indigenous
Australian doctor reported that when NTER was announced in the community, old people felt
that “it’s gone back to the old way now” (Australian Indigenous Doctors’ Association, 2010, p.
15). The ‘old way’ was a reference to the historical controlling of Indigenous peoples lives. The
doctor reported the old people saying, “how do they expect us to control our lives if they’re
trying to control it in a culturally foreign manner and totally violating human rights?” (Australian
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Indigenous Doctors’ Association, 2010, p. 15), which is a pertinent question in the context of
social marketing and health behaviour change. The old people thought they were citizens of a
democratic nation, which meant to them that this type of behaviour from governments was in the
past. Many people experienced NTER as a return to colonisation, perpetuating a cumulative
trauma.
[The Intervention] being inflicted on them is really, really traumatising and it makes me cry because them
old people, had their kids already taken, they lost their sisters and brothers and now the nation, they’re
quarantining their money and telling them what to do and I just think whatever happened to empathy and
compassion and understanding and respect and culture. Whatever happened to taking into account
dispossession and colonisation, ongoing oppression and all those other traumas that our people have gone
through and that’s what concerns me as an Indigenous person … Aboriginal Doctor (Australian
Indigenous Doctors’ Association, 2010, p. 17)

Not only were community members affected by disempowerment, but the workforce
servicing these communities also felt disempowered by the way the Intervention was established
and implemented without consultation. One Indigenous Australian Community Member put it
simply: “The question is how we can work together as equals, coming together to understand
each other and work out ways to go forward together “ (Australian Indigenous Doctors’
Association, 2010, p. 18). The government’s implementation of NTER without treating
Indigenous Australians as equals and failing to consult the members of targeted communities
appears to have had the most significant effect on community members.
Oh it’s soul destroying. It makes you feel as though whatever you do you can’t make a difference and that
it’s all too hard, but in fact there are lots of things you can do, but if you’re made to feel that or if you feel
that so helpless that you can’t do anything well then you become passive and all these things that you allow
to happen to you, but you don’t need to and you, you can do something you know so it totally reduces the
individual… Aboriginal Community Leader. (Australian Indigenous Doctors’ Association, 2010, p. 16)
In many cases it is top-down oppressed, using a top-down approach, they are not asking Indigenous people
how they feel or how to be part of the problem-solving process, they are not given a voice in the decisionmaking process. The government has a long-standing history of not involving Indigenous voices to be part
of that decision-making process. They don’t have ownership, its just other people telling them what to do —
remaining in a state of colonialism. (Research participant: Indigenous legal academic)
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Almost everyone affected expressed shock and outrage at the rights of Indigenous
Australians to participate in the decision-making process for their communities. This level of
consultation was seen as dependent on political will, as highlighted by one Aboriginal
Corporation
The socioeconomic circumstances that Aboriginal people have been, are faced with, in this country is
appalling. It’s despicable, and then to turn around and take and displace Aboriginal – to take people’s land
and to displace them and to control the movement of Aboriginal people, there are really factors that’ve
happened since the start of colonisation and are continuing to happen. I think we really do need to have a
good, long hard look at ourselves and actually acknowledge that – hang on a minute, there’s just another
policy that controls the movement of Aboriginal [people] and I think some of this comes down to what
seems to me to be complete ignorance about Aboriginal people and about this sense of being and how they
are and their connection to their land and country and some of those basic things. I think if people really
did understand some of these things perhaps their policy would sort of reflect this. There’s a really
widespread ignorance of some of the issues and governments have been allowed to get away with it.
Aboriginal Corporation. (Australian Indigenous Doctors’ Association, 2010, p. 15)

5.6 How/where was the representation of the problem produced, disseminated and/or
defended
A study by Proudfoot and Habibis (2015): Separate worlds: A discourse analysis of
mainstream and Aboriginal populist media accounts of the Northern Territory Emergency
Response in 2007, provided a critical discourse analysis of the mainstream media reports about
Indigenous Australian people and NTER. An overwhelming negative attitude was observed by
the mainstream media towards Indigenous Australian communities while presenting the
government as heroic. The Herald Sun reported, “Aboriginal children as young as three are
falling victim to widespread sex abuse fuelled by alcohol, pornography and ignorance” (Ravens,
2007, p. 1), suggesting all Indigenous Australian communities were dysfunctional, that all
Indigenous children were victims and Indigenous Australian adults were perpetrators (Proudfoot
& Habibis, 2015). NTER was presented by the Herald Sun as a protective policy, ensuring
children protection from abusive and neglectful parents, they said, “the Intervention intends to
restore law and order to communities – it seeks to identify and protect children at risk”
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(Moriarty, 2007, p. 2). Indigenous Australian resistance to NTER was hidden, allowing for the
portrayal of the federal government as a crusader for the protection of Indigenous Australian
children (Proudfoot & Habibis, 2015). The Daily Telegraph claimed, “it has been backed in
principle by Labor leader Kevin Rudd, it was supported by Aboriginal leaders Noel Pearson and
Warren Mundine, and the broad electorate has given it a tacit go-ahead” (Farr, 2007, p. n.p). The
discourse assumed the drastic measures were necessary because the government offered the only
possible solution for the protection of Indigenous Australian children (Proudfoot & Habibis,
2015), with the Herald Sun (Moriarty, 2007) reporting that “only an Intervention by the
Australian Government at the highest level … can begin to alleviate the endemic dysfunction
that has plagued our Indigenous families for at least two generations” (n.p).
Oppositional and contesting discourses rarely appeared in mainstream media accounts.
From an Indigenous perspective, the assumption was that NTER was racist and that it must be
stopped before the government made black disadvantage worse while reinforcing white
dominance. Observations of double standards and discrimination were reported in the Koori
Mail: “How would they feel if their lives were to be fundamentally changed with 24 hours
notice? Although of course, it would be unfathomable for them to be ever subjected to such a
draconian act” (Koori Mail, 2007b, p. 20). The use of ‘their’ and ‘them’ creates a perception of
white privileged ‘Other’ (Proudfoot & Habibis, 2015, p. 182). The president of the Australian
Indigenous Doctors’ Association was cited stating that; “As medical professionals, we question
the notion that you can treat poverty, dispossession, marginalisation and despair … with
interventions that further contribute to poverty, dispossession, marginalisation and despair”
(Koori Mail, 2007a, p. 10). Underpinning comments of distrust were assumptions that the
government was aiming to control and assimilate Indigenous Australian people, rather than
support their children (Proudfoot & Habibis, 2015). Suspicions that the NTER was politically
motivated are seen in comments such as, “What Howard was doing today, yesterday, tomorrow
was related to the impending election” (Coyne, 2007a, p. 10). The Koori Mail reported “more
than 40,000 Indigenous people in the Northern Territory will soon be subjected to tough new
laws that have been widely criticised as rushed and racist” (Coyne, 2007b, p. 1). The assumption
is that NTER is demonstrating the inherent racism of white Australia (Proudfoot & Habibis,
2015).
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Within effected Indigenous communities, the lack of marketing literature during the
initial rollout of NTER led to an overwhelming majority (84 per cent) of people reporting that
they were unhappy with the overall process, especially younger and older people (Central Land
Council, 2008). Comments were made by community members, such as: “Send us some proper
information. We need proper community meetings so that people can understand” (Central Land
Council, 2008, p. 69). The following year, the government responded, reported that trained
interpreters delivered 9,364 interpreting sessions, 5 training modules were developed, and 21
Indigenous Engagement Officers were employed (Commonwealth of Australia, 2009). The
initial communication strategy, included the deployment of community-based Government
Business Managers, the erection of signs around communities and the recruitment of community
stores to participate in the income management scheme.
NTER measures aimed at “improving governance by appointing managers of all
government business in prescribed communities” (The Hon Mal Brough MP, 2007). The
managers were known as Government Business managers (GMB’s), who were to be “the single
face of the Australian Government at the local community level - akin to an ambassador”
(Australian National Audit Office, 2010a, p. 37). The GMB’s role was twofold: (1) the critical
role of disseminating the details of the NTER program to the local Indigenous communities; and
(2) collaboration with Territory and local government agencies, coordinating government agency
staff working in Indigenous communities from day to day and providing feedback to the
Government about local issues. GMB’s were chosen as the preferred method of communication
with Indigenous communities, due to the need of enhanced coordination and governance
arrangements at the local community level (Australian National Audit Office, 2010a).
Signs were placed at the customary access route that entered prescribed Indigenous
communities; and the customary departure locations for aircraft flying into prescribed
Indigenous communities. The signs said, “An Australian Government Initiative”, “WARNING”,
“PRESCRIBED AREA” in blue writing, large enough to be read clearly from the road.
Underneath this, the sign said, “NO LIQUOR”, to the right was a large picture of a bottle, can
and box with a diagonal line through it. A heading on the lower half of the sign said “NO
Indigenous Australian perspectives in Social Marketing

Reece George

107

PORNOGRAPHY”. Both headings were followed by small print not clearly visible from the
road (See Appendix 3). In addition to the signs, the NTER Act 2007 gave the Commission power
to publish similar notices in a newspaper circulating in the district, in which the Indigenous
community was situated.
The income management program was a major behaviour change component of NTER, it
limited welfare payments only being made to specific merchants, services or landlords. Welfare
recipients could not purchase alcohol, tobacco, gambling or pornographic material. A
BasicsCard, which is a type of debit card was given to welfare recipients where funds were made
available but only for the purchase of non‑excluded items and could only to be used at approved
merchants. Evidence of social marketing exists where participating stores displayed a sign, “We
Accept BasicsCard”, some stores displayed signs that told shoppers what items could not be
purchased, in some large stores, touchscreen displays allowed shoppers to check their
BasicsCard balance (See Appendix 4). By June 2009, there were 86 licensed stores across 61
communities in the Northern Territory (Commonwealth of Australia, 2009). While the other
components of NTER eventually ceased to operate or were replaced with other schemes, income
management expanded and improved.
5.7 The behaviour change outcomes of NTER
Outcomes in the areas of education, income management, health, child abuse and alcohol
management are now discussed.
5.7.1 Education
Education is a critical element identified in addressing child abuse (Northern Territory
Board of Inquiry into the Protection of Aboriginal Children from Sexual Abuse et al., 2007). One
of the controversial NTER strategies linked children’s attendance at school with the quarantining
of welfare payments. A report by the Central Land Council (2008) said that “after the
introduction of the NTER attendance numbers were down in five survey communities, from May
2007 compared to May 2008... The figures suggest that the NTER has not had an impact on
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school enrolment and attendance figures in survey communities” (pp. 77-78). A similarly finding
was observed by the Northern Territory Department of Education, their data showed that the
school attendance rate had fallen slightly from 69.7 per cent to 67.8 per cent for Indigenous
children between 2009 and 2012 (Bray et al., 2014).
Low school attendance is linked to education outcomes. Department of Education and
Training data shows negative outcomes: on average 27 per cent of enrolled students in very
remote Indigenous Australian communities attend school regularly; and an average of just 20 per
cent of students achieved national benchmarks in numeracy and reading in very remote
Indigenous Australian communities of the Northern Territory (Commonwealth of Australia,
2008). Generally, the secondary school attendance rates have seen a considerable decrease with
the NAPLAN results indicating minimal change in literacy and only incremental improvements
in numeracy at both primary and secondary levels (Gray, 2015). Based on its surveys, The
Northern Territory Council of Government School Organisations Inc., also reported that “NTER
has not resulted in better educational outcomes”. (Human Rights and Equal Opportunity
Commission, 2008a, p. 5)
5.7.2 Income management
Evaluations of income management programs have not convincingly demonstrated that
they had achieved their aims (Bray et al., 2014; Cox, 2011; Department of Families Housing
Community Services and Indigenous Affairs, 2013). Any conclusive findings linking income
management with the wellbeing of Indigenous Australian children are restricted by a nonexistent baseline studies; the lack of ability to carry out randomised controlled trials (or quasiexperiments); and the inability to measure the impact of income management as a single
intervention. Compulsory income management does not turn out the intended behaviour changes
it planned to achieve. None of the research has provided clear confirmation that any of the
compulsory income management measures have resulted in demonstrating better parenting
practices (Parsons et al., 2016).
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5.7.3 Health
There were serious concerns about how NTER could have negative impacts, how in some
situations, it may have, contributed to worsening the health and wellbeing of Indigenous
Australian communities (Commonwealth of Australia, 2008). It has been argued that
“marginalisation, poverty, disempowerment, colonisation and trauma are the upstream
contributors to psychological, physical and sexual abuse in the present” (Brown & Brown, 2007,
p. 187). Respected Indigenous psychiatrist, Associate Professor Helen Milroy warned the
emergency measures of NTER might “result in further disempowerment or a sense of extreme
powerlessness” (n.p.) for Indigenous Australians, “then this re-traumatisation will have negative
consequences on: mental health; social and emotional wellbeing ; and physical health as there is
a strong relationship between chronic stress and poor health outcomes including diabetes and
cardiovascular disease” (Milroy, 2007 n.p.). No study has addressed the disempowerment,
traumatisation and stress incurred in communities as a result of the NTER.
Prior to the announcement of the NTER, the health of Indigenous peoples living in the
prescribed areas of the Northern Territory was already improving, however, compared with nonIndigenous Australians their health continued to be poor. The combination of additional health
services provided through NTER and the existing health services led to some improvements.
For children who received more than one health check, comparisons of their health status between checks
indicate that outcomes were generally good; of the children who had multiple checks, all those with
trachoma and ringworm, 93 per cent of those suffering from scabies, 91 per cent of those with skin sores
and 74 per cent who were suffering from anaemia had recovered by the time of the later check
(Commonwealth of Australia, 2011).

The Australian Government attempted to credit NTER health components, asserting that
50 per cent of its health checks on children identified new health concerns. In response, the local
existing health services provided evidence that NTER was duplicating the existing services to a
high degree and overlooking opportunities to manage scarce funds more effectively.
(Commonwealth of Australia, 2008).
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5.7.4 Child Abuse:
A reduction in child sexual abuse was reported to be the original government motivation
behind NTER. Yet, it is difficult to quantify improvements in the reduction of child sexual abuse.
For example, an increase in cases could be due to either more assaults occurring or from
improved policing; a decrease in cases may be due to victims being unwilling to report to police.
Due to the secrecy attached to sexual crimes of this nature, the NT police admitted it had been
challenging to apply standard police procedures. Very little information had been gathered about
offences committed in any communities in the Territory (Northern Territory Board of Inquiry
into the Protection of Aboriginal Children from Sexual Abuse et al., 2007). Twenty-five people
were convicted for child sexual assaults in the four years (2003-2007) prior to NTER, then,
between 2007-2012, the total number of people convicted for child sexual assaults in NTER
communities was 45 (Gray, 2015). Accord to the Aboriginal and Torres Strait Islander Legal
Services, there was no reported increase in cases that involved the sexual abuse of pre-adolescent
children by adults who were significantly older than them. Rather, prosecutions increased for
teenage relationships, where the two people were not of significant age difference, with the
younger person providing consent to the relationship (this is besides the legal point that a person
cannot consent to sex before the age of 16). In other words, in NTER communities, there was an
increase of teenagers being prosecuted for having sex with other teenagers.
Teenage sexual activity is not only an issue in Indigenous Australian communities but
Australia wide. Australia has a “higher teenage pregnancy rate than many other developed
countries, and one of the highest teenage abortion rates in the developed world” (Skinner &
Hickey, 2003, p. 159). The Aboriginal and Torres Strait Islander Legal Services expressed
concerns about Indigenous and non-Indigenous Australians in the Northern Territory being
treated inconsistently, this was not a result of special measures, but it was racial discrimination
(Central Australian Aboriginal and Torres Strait Islander Legal Services & the North Australian
Aboriginal Justice Agency, 2008) Other concerns included a 69% increase in the placing of
Indigenous Australian children in out-of-home care because they were no longer able to live with
their parents, compared to non-Indigenous children, resulting in Indigenous Australian being
four times more likely not to be living with their parents (Gray, 2015). At the same time there
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was an increase of almost 500% in the reported attempts of suicide or self-harm by Indigenous
children (Gray, 2015).
5.7.5 Alcohol management
In the Darwin town camp communities, participants reported the alcohol management
scheme was not working. While the prescribed Indigenous Australian communities had a sign at
the entrance declared them as ‘dry areas’, this did not stop people bringing alcohol into the
community. According to the Tangentyere Council, the NTER alcohol management scheme had
only “moved the problem rather than addressed problem drinkers” (Tangentyere Council Alice
Springs, 2008, p. 11). The levels of drinking had increased near town camps, the number of
drinking spots around Alice Springs had spiralled, leading to an increase in intoxicated people
(Tangentyere Council Alice Springs, 2008). Alcohol-related offences increased by 56 per cent
increase, with offences occurring mostly where new police presence was established, since the
beginning of the NTER (Commonwealth of Australia, 2011). While reports were unclear
whether the new arrangements for alcohol management were better than previous, there was
clear evidence that the new arrangements were more consistently enforced (Commonwealth of
Australia, 2011).
5.7.6 Discrimination
The Social Justice Commissioner noted that a breakdown in law and order may be
contributed to the suspension of the Racial Discrimination Act (Calma, 2007, p. 248). Indigenous
Australians subject to NTER complained of increased public racism from the non-Indigenous
community and police. It is alleged that police targeted Indigenous Australian communities for
personal and property searches. A typical comment from communities is that the “white cops are
going overboard, treating community members like we’re criminals” (Central Australian
Aboriginal and Torres Strait Islander Legal Services & the North Australian Aboriginal Justice
Agency, 2008, p. 4). The blanket application of income management on Indigenous Australians
living in communities also generated discriminatory views from the broader non-Indigenous
community. Aboriginal and Torres Strait Islander Legal Services staff witnessed shop assistants,
Indigenous Australian perspectives in Social Marketing

Reece George

112

who were serving Indigenous Australian people subject to income management, commenting on
the irresponsibility of Indigenous Australians being unable to manage their money or care for
their families correctly. This has led to some Indigenous Australians reporting the income
management scheme to be an experience of insult and degradation (Central Australian
Aboriginal and Torres Strait Islander Legal Services & the North Australian Aboriginal Justice
Agency, 2008). There were also reports of experiencing racism and harassment in large
supermarkets when using their vouchers to buy groceries (Human Rights and Equal Opportunity
Commission, 2008a).
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Chapter 6: Case Two – Birthing on Country
6.1 The context of Birthing on Country
This chapter will report on the findings from the Birthing on Country project. Secondary
data for this case draws upon a small but reputable set of archival materials, which includes five
peer-reviewed articles, three government reports, four industry articles and one media article.
Primary data for this case study was transcribed from interviews carried out with three key
decision-makers from the National Birthing on Country Strategic Committee. The discourse
analysis is limited to one-on-one interviews with three key decision-makers from the National
Birthing on Country Strategic Committee, documents containing direct quotes from leading
maternity representatives from across Australia who attended the Birthing on Country
Workshop, and the National Aboriginal and Torres Strait Islander health plan 2013–2023.
For the purpose of this study, the Birthing on Country project was considered a
midstream social marketing approach (See Table 6.1) due to the targeting of
organisational/institutional levels of healthcare. The program targeted Indigenous Australians at
a regional level, aligning this program with a social marketing strategy because it aimed to
change societal norms. The case examines the discursive midstream power structures of social
marketing from interview transcripts and selected secondary research. The research results of
Birthing on Country suggest this strategy is successful at changing the structure and services of
healthcare, leading to positive maternal health behaviour change amongst Indigenous Australian
women.
6.2 A brief background of Birthing on country
In a country with one of the best healthcare systems in the world, Indigenous Australian
children are still 2.1 times as likely to die during early childhood as non-Indigenous children.
The latest available data (Australian Institute of Health and Welfare, 2018) reports that in 2016,
there were 113 Indigenous children aged between 0–4 who died compared to 726 nonIndigenous children aged 0–4 who died, which generated a child death rate of 146 per 100,000
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for Indigenous children and 70 per 100,000 for non-Indigenous children. The gap of 76 deaths
per 100,000 children yields a ratio of 2.1. The literature revealed areas of improvement after
repeated consultations with Indigenous Australian women about culturally responsive birthing
services (Banscott Health Consulting, 2007; Biluru Butji Binnilutlum Medical Service, 1998;
Carter et al., 1987; Hirst, 2005; Kildea, 1999; New South Wales Health Department, 2003;
Northern Territory Department of Health and Community Services, 1992; Senate Community
Affairs References Committee, 1999). This primarily centres around the role of hospitals.
Table 6.1: Birthing on Country alignment with Andreasen (2002) six social marketing
benchmark criteria
Criteria
1. Behaviour-change
2. Research
3. Segmentation
4. Exchange
5. Marketing mix

6. Competition

Description
Improve maternal and perinatal health outcomes for Indigenous Australian women by
changing healthcare assimilation policies and the deficit ways that they gear Indigenous
Australian women.
Rigorous formative research undertaken to understand how to improve outcomes for
pregnant Indigenous Australian women, pilot-testing program elements before
implementation, and monitoring of roll out.
Health services that care for pregnant Indigenous Australian women in Brisbane and
Nowra regions.
Reduced maternal health problems for Indigenous Australian women in their area.
The product is the improvement of maternal and perinatal health outcomes for
Indigenous women; the price for the healthcare system was to adopt an Indigenous
perspective of birthing and the making of organisational changes; the place was limited
to Brisbane and Nowra regions, healthcare services provided resources allowing women
in these areas to give birth on their ancestral lands; and promotion used radio,
newspaper, brochures, flyers, social media, posters, workshops, meetings, presentations
and community relations.
Institutionalised racism.

For many Indigenous women, birthing in hospitals feels culturally unsafe and
compromises their spiritual relationship to the land (Fitzpatrick, 1995; Ireland et al., 2011;
Kildea, 2006; New South Wales Health Department, 2003; Northern Territory Department of
Health and Community Services, 1992; Senate Community Affairs References Committee,
1999). Travelling to a distant hospital breaks the link between mother, baby and the Indigenous
Australian spiritual significance of the birthplace. This extends to the presence of family and the
neglect of traditional birth attendants and practices. Indigenous Australian Elders feel that there
is a significant cultural risk when not birthing on country and that its absence be included in the
risk assessment process (Kildea & Wagner, 2012; Wardaguga & Kildea, 2005).

Indigenous Australian perspectives in Social Marketing

Reece George

115

Birthing on country is when an Indigenous Australian mother gives birth to her child on
the lands of her ancestors. Traditionally, an Indigenous midwife with specialist cultural
knowledge would provide care. When programs encompass some or all of the following
traditional elements in birthing services, positive outcomes were reported: development by, or
with, Indigenous Australian people; allowance for the incorporation of traditional practice; a
connection with land and Country; midwifery-led care with a broad scope of practice; the local
education of midwives; the incorporation of a holistic definition of health; the valuing of
Indigenous and non-Indigenous ways of knowing and learning; collaboration across the
healthcare team; long-term funding, and a strong research and evaluation framework. With these
factors in place, improvements in health outcomes and user satisfaction were evident (Congress
of Aboriginal and Torres Straight Islander Nurses and Midwives, 2016).
Birthing on Country was identified as a way to improve maternal and perinatal health
outcomes (Biluru Butji Binnilutlum Medical Service, 1998; Carter et al., 1987; Hirst, 2005;
Kildea, 1999). At present non-Indigenous midwives, work with community elders and traditional
midwives to provide Birthing on country services. These traditional beliefs ensure a spiritual
connection to the land for the Indigenous Australian mother and her baby. Birthing is “women’s
business” and integral with Indigenous Australian lore. As the researcher is an Indigenous man,
discussing cultural details about birthing would be considered disrespectful. The following
discussion about the Birthing on Country project does not discuss specific cultural birthing
knowledge.
There has been a deliberate process in the implementation of the Birthing on Country
project. Starting in 2012 with the first Birthing on Country Workshop, held in Alice Springs
(Northern Territory, Australia), the facilitators discussed the provision of maternity care for
Indigenous Australian families. Commissioned by the Commonwealth government, it was a
collaboration between the Maternity Services Inter-jurisdictional Committee and the Central
Australian Aboriginal Congress. The workshop attracted a wide range of stakeholders, including
leading maternity representatives from across Australia (Congress of Aboriginal and Torres
Straight Islander Nurses and Midwives, 2016; Kildea et al., 2017).
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At the Birthing on Country Workshop, Ms Djapirri Mununggirritj, a Yolngu elder from
North East Arnhem Land, articulated the meaning of Birthing on Country to be understood:
…as a metaphor for the best start in life for Aboriginal and Torres Strait Islander babies and their families
because it provides an integrated, holistic and culturally appropriate model of care; not only bio-physical
outcomes … it’s much, much broader than just the labour and delivery … (it) deals with socio-cultural and
spiritual risk that is not dealt with in the current systems. It is important that the Birthing on Country
project move from being aspirational to actual. The Birthing on Country agenda relates to system-wide
reform and is perceived as an important opportunity in ‘closing the gap’ between Indigenous and nonIndigenous health and quality of life outcomes. (Kildea et al., 2013, p. 7)

Birthing on Country aligned with the National Aboriginal and Torres Strait Islander
Health Plan 2013-2023 vision to make sure “Aboriginal and Torres Strait Islander people have
access to health services that are effective, high quality, appropriate and affordable”
(Commonwealth of Australia, 2013, p. 7). It is bolstered by the principles of the National
Framework for Health Services for Aboriginal and Torres Strait Islander Children and Families:
“access, equity and equality, leadership and partnership, collaboration, evidence-based,
strengths-based, culturally safe and competent services, workforce development and
accountability” (Commonwealth of Australia, 2013, p. 7). These policies are both parts of the
Australian Labor Government Closing the Gap initiative (Council of Australian Governments,
2008).
At the 2012 Birthing on Country Workshop, an agreement was made between the
Congress of Aboriginal and Torres Strait Islander Nurses and Midwives (CATSINaM), the
Australian Colledge of Midwives (ACM) and CRANAplus, to progress Australia’s commitment
to Birthing on Country programs. Potential Birthing on Country pilot sites were discussed, an
evaluation framework was developed, and a National Steering group was established. In 2015,
due to the apparent lack of progress in implementation, CATSINaM, the ACM and CRANAplus
collaborated in developing a Birthing on Country policy position and called for action (Congress
of Aboriginal and Torres Straight Islander Nurses and Midwives, 2016). At the CATSINaM
Conference in 2016, the Birthing on Country Project was launched. Three years of funding was
secured through MSD Merck for Mothers and Merck Australia. Partnerships were formed
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between ACM, CATSINaM, the University of Queensland (UQ) and the University of Sydney
(USyd). The partnership aimed to establish Indigenous Australian Birthing on Country models of
maternity care in three Aboriginal communities (Buzzacott, 2017).
The Birthing on Country community consultations used a traditional Indigenous
Australian technique called yarning circles. The term ‘yarn’ refers to a conversation that has
protocols, a process of telling stories to share knowledge, depending on the Indigenous
community or relationship in which the yarn takes place (Yunkaporta, 2009) and is recognised as
a culturally appropriate way to gather information (Bessarab & Ng'andu, 2010). Yarning circles
have simple rules, where each person speaks in turn, holds authority for the time they speak, and
reciprocates by speaking responsibly from self and not about others. The sequencing structure
provides a safe space where individual statements become more spontaneous, merging and
connecting to become a developing and creative conversation between minds (Bohm, 2005;
Bohm, Factor, & Garrett, 1991). Yarning Circles were women only. They took place in Nowra
and six regional towns in the Shoalhaven Illawarra region of NSW. Approximately 40 women,
all community members and health professionals from that region, participated. Barriers and
gaps in local health services for Indigenous Australian women accessing maternity care
(including infertility, pre-pregnancy care, antenatal, birthing, postnatal care and family planning)
were identified and a community framework to provide a culturally safe, community-based,
Indigenous-led maternity service was established (Buzzacott, 2017).
6.3 How the problem was represented
This section will first present the problem from the perspective of the National Birthing
on Country Strategic Committee and then from the perspective of the Australian Government.
For the Birthing on Country project, the problem was not represented as Indigenous Australian
women needing to be more responsible for their health and the health of their babies; the
problem was presented as one where the government healthcare services needed to make
changes. One of the members from the National Birthing on Country Strategic Committee said:
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The UN declaration of Indigenous peoples includes the right to healthcare and to receive that healthcare in
the way Indigenous people want it. Ultimately, that is the big attitudinal shift we want, that this is our right
and our sense of belonging. (Research participant: Indigenous woman, Professor)

This statement presents the problem as a ‘human rights issue’, requiring an ‘attitudinal
shift’ from government healthcare service providers. Then drawing on the longevity of
Indigenous Australian ways of doing, the same Indigenous senior stakeholders said, “having
lived continuously in Australia for ninety-five thousand years, Indigenous peoples know how to
look after themselves, especially parenting” (Indigenous woman, Professor). The problem
presented in this statement highlights the disrespect healthcare services assign to Indigenous
maternal knowledges. She went onto say, “it’s not us who need to change our behaviour, the
behaviour change is in the assimilation policies and the deficit ways that they gear us and try to
fix our world” (Indigenous woman, Professor). Government healthcare services were presented
as the problem; they needed to change because their approaches to health behaviour change are
to ‘assimilate’ and ‘fix’ Indigenous world views. Government healthcare services assume
Indigenous Australians “are the problem… have always been the problem” (Indigenous woman,
Professor).
The Western healthcare system approaches health issues with the assumption that Indigenous Australians
are the problem, that Indigenous Australians have always been the problem, since day one, when the
British arrived in Australia, Indigenous Australians were the problem back then because they were already
here and they have forever been trying to deal with that problem. (Research participant: Indigenous
woman, Professor)

The result of healthcare services blaming Indigenous Australian women for their health
outcomes is that Indigenous Australian women are staying away from those services.
We need to get the Indigenous community to come to healthcare services, we need to go into their
communities and see what they are actually doing and then provide a service that caters to them, so they
don’t have to leave their community, their land or their culture, they can still have the same standard care
that every other Australian woman is getting. To achieve this, there needs to be an attitude shift in
government. (Research participant: Indigenous woman, Professor)
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This comment describes how healthcare services being provided are not culturally
appropriate. Healthcare providers do not ‘go into their communities’ to ‘provide a service that
caters to’ Indigenous Australian needs, and they do not provide ‘the same standard care that
every other Australian woman is getting’.
The problem is being presented as a healthcare service problem. If healthcare services
want to improve the health of Indigenous Australian women, they must first change their attitude
toward Indigenous Australian women and their culture.
Indigenous Australian women giving birth within the healthcare service culture they are considered high
risk when they can be low risk, we are trying to change the attitude of healthcare services but until the
attitude changes, Indigenous Australian women need to have choice about who cares for them. In the sites
that we are working, we are seeing a lot of disconnect between health services and Indigenous
communities. Basically, we are trying to repair years and years of damage that has been done by health
services and professionals to the Indigenous population. (Research participant: Indigenous woman,
Professor)

Indigenous women’s pregnancies are not high-risk if the women are provided with the
services that they need. Figure 6.1 shows that when Indigenous Australian women are given
maternal health services that are culturally appropriate, they are at less risk than Indigenous
women who are not. The problem with healthcare services is long-term, where institutional
racism has caused generational damage to Indigenous peoples. This situation has led some
Indigenous women to refuse Western medical services by refusing to leave the community and
going bush where they cannot be found. Eventually, these women present at a community
hospital when in labour, therefore avoiding the coercion of health services to leave the
community. What benefits are worth the risk to their health?
These women place themselves at risk in avoiding mainstream antenatal care but, within our community,
those babies who are ‘accidently’ born on country are looked upon as special and afforded a particularly
revered status (Felton-Busch, 2009, p. 162).
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Other women have concerns about leaving their family for up to six weeks, with practical and social
worries around care for other children and possibly other adult dependants (Chamberlain, Marriott, &
Campbell, 2016, p. 2).

The Western model of healthcare weakens Indigenous cultures. Recognition of the links
between Indigenous women and their ancestral land keeps Indigenous Australian cultures strong.
Women who birth on Country, and their babies, are respected by the community for their
decision not to leave.
We need to bring the mothers that carry the younger generations back to culture … to be connecting the
child back to earth and it’s environment … you don’t lose your culture and your language … (Kildea et al.,
2013, p. 27).

Western healthcare services are not respecting the choices of Indigenous Australian
women. Indigenous women are not the same as non-Indigenous women giving birth, so
healthcare services need to be respectful of their differences and the women’s choices.
It’s not about birthing under the trees; it’s about whatever that person wants and that’s why the medical
people are concerned but for some women it is about birthing under a tree or outside and this cultural
choice needs to be respected. It’s about having family with you, not just the two people they let into the
ward. (Kildea et al., 2013, p. 34)

Healthcare services are forcing Indigenous Australian women to adopt Western models
of healthcare, which are ‘not acceptable’ to them. This process is understood to be the normal
process, although this was not without consequences for Indigenous women and their
communities. It does not need to be the ‘norm’ for Indigenous women.
We are ripping off the community, family members including dads, and younger kids, siblings, from being a
part of such an important … momentous occasion for them and their families … This is an opportunity for
that to be put on the table and noted quite clearly: This is not acceptable and doesn’t have to be the norm
(Kildea et al., 2013, p. 32).
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There were multiple comments on racism. One senior Indigenous stakeholder said, “The
barrier is often racism, preventing Indigenous peoples from having an integral part in the
decision making process of every health service” (Indigenous woman, Professor). Institutional
racism was responsible for the “resistance of hospital staff to culturally responsive care” (Kildea
& Wagner, 2012, p. 10); which leads to the unfair treatment, as “Aboriginal and Torres Strait
Islander women do not get a fair go when it comes to maternity care” (Congress of Aboriginal
and Torres Straight Islander Nurses and Midwives, 2016, p. 1): These racial attitudes and health
disadvantage experienced by Indigenous Australian women being seen as “a direct result of
colonisation” (Congress of Aboriginal and Torres Straight Islander Nurses and Midwives, 2016,
p. 1).
All the reasons why Indigenous women do not seek out care during pregnancy are not know but we do
know is that it is racism. Racism expressed in things like criticisms about their lifestyles. The birthing on
country project is trying to move away from the hospital system and shake things up. We educate
healthcare services, to let them know that if they behave a certain way to Indigenous Australian women,
then the women wont access thier care. (Research participant: Indigenous Australian woman, program
management)

Possible arguments for why the government initiated the Birthing on Country project
include alignment with existing policy, economic viability and better reporting processes. From a
government perspective, the Birthing on Country project aligned with major policy
(Commonwealth of Australia, 2013, 2016). Economically, reports showed an increase in early
and sustained engagement with maternity care leading to an increase in rates of screening,
treatment, referral and holistic care (See Section 6.7). This improvement in maternal and infant
outcomes delivered direct and indirect cost-savings to the health system. The utilisation of
technology improved documentation of maternity care and continuity of care allows for better
reporting. The government did not merely initiate the Birthing on Country project because it was
the right thing to do. The government does not endorse programs simply to help.
The evaluation of the program provided evidence which could be used to align with
policy. The program grounded itself in the evidence-base, which is when “healthcare
professionals perform an action, there should be evidence that the action should produce the
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desired outcome” (Holmes, Murray, Perron, & Rail, 2006, p. 181). Health planners have the
responsibility to implement programs that work. Archie Cochrane (1972) argued that systematic
reviews of random controlled trials saved health dollars. Evidence-based programs are the
precursor to evidence-based policy, which is of particular interest to the government. The
Birthing on Country project was researcher-led with the objective of improving the health
outcomes of Indigenous Australian women, making a convincing argument for policy decisions.
The argument here is that evidence was useful in challenging the Western model of maternal
health delivery.
The National Aboriginal and Torres Strait Islander Health Plan 2013-2023 referred to
themes which were present in the NTER case, including “Negative role modelling around
gambling, drinking and other substance misuse, as well as the absence of a mother or father due
to incarceration, can contribute to child abuse and neglect” (Commonwealth of Australia, 2013,
p. 32). Instead of taking a downstream approach used with the NTER intervention, in this case,
the government chose to take a more holistic, social health determinants, preventative approach,
which aligned with the National Aboriginal and Torres Strait Islander Health Plan 2013-2023:
“When developing national childhood development policy, coordination must occur among
health, education, housing, families, and community services agencies, and the nongovernment
sector to address these system-wide issues” (Commonwealth of Australia, 2013, p. 32). This
policy is inferring a sharing of power and responsibility by employing a systems-thinking
approach to solve a wicked problem at a midstream level. This is not a demonstration of control
being taken back from the government by Indigenous Australians to practice traditional health.
Practising traditional healthcare is not an automatic right of Indigenous Australians; permission
was given by the government to practice traditional birthing methods. The government allowed
the program to go ahead because of the positive evaluation and its alignment with policy.
The systems-thinking approach taken by the government gave them a more
comprehensive approach but the program was only ‘allowed’ to happen because it aligned with
the second key strategic goal of the 2013-2023 health plan: “Implement innovative programs that
integrate services across sectors to improve Aboriginal and Torres Strait Islander children’s
development outcomes” (Commonwealth of Australia, 2013, p. 33). The term ‘Implement
Indigenous Australian perspectives in Social Marketing

Reece George

123

innovative’ could be considered ironic in the context of Indigenous Australians practising
Birthing on Country in Australia for ninety thousand years. Categorising the program as
‘innovative’ or a ‘novel’ healthcare approach is not appreciating the longevity of traditional
Birthing on country practices. While the problem representation indicates a move towards
empowerment of Indigenous Australian health practices, the same government top-down
decision-making process is used.
6.4 Assumptions underlying the problem representation
This section discusses the underlying assumptions that make the representation of the
problem possible. The discussion considers the shape of the argument and the forms of
knowledge that are necessary for statements to be considered intelligent. This section is about
how it was possible to present the problem the way it was presented.
The following concepts were necessary to present the problem (Section 6.3).
•

Non-Indigenous Australians can rely on societal mechanisms to protect their human
rights, but Indigenous Australians cannot.

•

Individual and institutional racism is widespread within the healthcare system.

•

The healthcare system is blind regarding its dominant and discriminatory maternal
health practices and ignorant of its impact on Indigenous Australian women and
communities.

•

Indigenous Australian women will risk their own health and the health of their babies
for the cultural and spiritual benefits of being Born on Country.

•

Healthcare services are contributing to the adverse health outcomes of Indigenous
Australian mothers and their babies.

•

Healthcare services are contributing to the erosion of Indigenous Australian culture
by removing the rights of Indigenous women to have a choice about their
pregnancies.

•

Indigenous Australian women are punished by healthcare services for belonging to an
Indigenous culture.
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Modern industrialised countries such as Australia attend to the health of its populations,
including Indigenous Australian populations to maintain economic security. A healthy
population makes governing possible. In the case of Indigenous Australian maternal health, the
program offered a preventative dimension. This is particularly relevant to social marketing,
where direct attention is brought to the behaviours that are believed to be the cause of the
underlying medical condition. The problem for healthcare services was that Indigenous women
were not using the maternal healthcare services provided by the government. The changes to the
organisation structure of healthcare services proposed by the Birthing on Country program would
allow Indigenous Australian women to take charge of their own health.
6.5 The lived effects produced by the representation of the problem
This section considers the lived effects that have flowed on from the representation of the
Birthing on Country problem. The way the problem was presented created relief for Indigenous
Australians. This analysis will identify how the power functions affected Indigenous Australians.
The source of data for this section is limited. Evaluations of Birthing on Country models in
Australia provide outcomes (Section 6.6), but they do not report on effects. There is, however,
the Inuulitsivik Midwifery Service, an effective community based and Inuit-led Birthing on
Country initiative on the Hudson coast of the Nunavik region of northern Quebec, that does
report on effects. These include:
•

Community ‘healing’

•

Reduced family separation at critical times

•

Reduced family violence

•

Restoration of skills and pride

•

Capacity building in the community

•

Supporting community and family relationships

•

Increased communication/liaison with other health professionals and service
providers

•

Comprehensive, holistic, tailored care. (Kildea & Wagner, 2012, p. 29)
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A key factor appears to have been that birthing in communities is seen as part of
community healing from the effects of colonisation:
Women are cared for in Innutitut, [their own language], and children are born into their culture, in the
presence of family. Inuulitsivik’s maternity service builds local capacity, reclaims meaningful roles for
Inuit midwives, empowers childbearing women and involves fathers and other family members in
childbirth. (Van Wagner, Harney, Crosbie, Dennis, & Tulugak, 2008)

6.6 How and where was the representation of the problem produced, disseminated and
defended
Currently, there are two sites for the Birthing on Country project, one in Brisbane and
one in Nowra. In Nowra, free radio, fliers, a Facebook page and posters in local Nowra clinics
are employed to target Indigenous Australian women. Pamper days target younger women to
come in for a health check and also get their nails done and makeup done. Word-of-mouth is
influential in Indigenous communities, and when women come in for any healthcare, they are
informed about the service. Women are interested but finding the time is an obstacle.
Occasionally, free food is provided, which is very popular. The project currently does not
provide transport, but possible solutions are being explored because transport is a significant
obstacle. Outside of Nowra, the Birthing on Country project partners include the Birthing on
Country services on their pamphlets. There are articles in state and national newspapers, and
there have been many radio interviews. Research journal articles, maternal health newsletters and
partner websites have presented the problem to the healthcare community.
6.7 The behaviour change outcomes of Birthing on Country
Figure 6.1 represents preliminary research findings (Kildea et al., 2017) of key maternal
and infant health indicators. The graph compares data from Indigenous Australian woman and
babies accessing Birthing on Country, with the national data for Indigenous women and babies.
Birthing on Country improves the rate of engagement with antenatal care and education, as well
as Birthing and postnatal services. Kildea et al. (2017) reported significantly “higher proportions
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of women presented in the first trimester, receiving more than five antenatal visits (babies <32
weeks excluded)” (p. 233) and experienced “significantly lower proportions of preterm birth,
caesarean section and admissions to neonatal intensive care. Exclusive breastfeeding at discharge
was reported to be at 80% among women, with 13% reporting smoking cessation during
pregnancy by discharge at of 6 weeks postnatal” (p. 233). Conversely, when maternity services
are not culturally appropriate, women are less likely to attend antenatal services, leading to
increases in mortality/morbidity and birth weight risks.
Figure 6.1: Maternal and infant health outcomes of women in the Birthing on Country
program compared with Indigenous Australian women nationally.
Neonatal nursery admissions
Preterm birth
Low birth weight
Caesarean section
5+ ANC visits (babies <32 weeks excluded)
ANC in 1st trimester (<14 weeks)
0

10 20 30 40 50 60 70 80 90 100

Birthing on country women, 2013–16 (n = 282)
Indigenous Australian women nationally, 2013 (n = 16 149)

(Source: Kildea et al., 2017, p. H)
The review of the literature by (Kildea et al., 2017) has shown that improvements in key
indicators can be realised through service redesign. The evidence itself suggests that the program
is well liked by Indigenous Australian women, leading to early and continued engagement with
maternal health services, resulting in an improvement of outcomes for both mothers and infants,
and that some of these positive outcomes can be contributed the program (Kildea et al., 2017).
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Chapter 7: Case Three – The Narrandera Community Health Project

7.1 The context of the Narrandera Community Health Project
This chapter will report on the findings from the Narrandera community health project.
The Narrandera community health project teaches health professionals how to work with
Indigenous Australians. In doing so, they learn how to listen to the Indigenous community and
respond to their needs. The recommendations put forward by the student health professionals
during this project provided an empowering voice for the Narrandera Indigenous community,
which was taken seriously by the Murrumbidgee health district, which then led to culturally
appropriate health service changes. The research results of the Narrandera community health
project suggest this strategy is successful at changing the attitudes and behaviour of community
members and healthcare power structures. While the project does contain both elements of
midstream and upstream components, the focus of this investigation is on the upstream
influences.
For the purpose of this study, the Narrandera community health project was considered
an upstream co-creation social marketing approach due to the focus of community members
making changes to the health services available in their community (See Table 7.1). This is
considered an upstream social marketing project because it is researching exactly what the target
audience is wanting and then influencing people in positions of power, within the Murrumbidgee
senior management, to make those changes. No particular policy has been changed in this project
as the existing policy frameworks appear sufficient, what is being changed, is how existing
policy is being applied to Indigenous health by senior health executives. The program targeted
Indigenous Australians at a community level, to empower them, to make changes within the
Murrumbidgee Health District.
Primary data for this case study was transcribed from interviews carried out with seven
key people involved in the project. One held a senior management position in the Murrumbidgee
Local Health District, one was the senior academic lead from Charles Sturt University, and three
held health service positions in the Narrandera community. All participants were employed. Six
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participants were Indigenous Australians, and five were women. Secondary data on the
Narrandera Indigenous community was limited, being restricted to census data, local council
historical data and grey literature.
Table 7.1: Narrandera Community Health Project alignment with Andreasen (2002) six
social marketing benchmark criteria
Criteria
1. Behaviour-change
2. Research
3. Segmentation
4. Exchange
5. Marketing mix

6. Competition

Description
For the Murrumbidgee health district to apply existing policy more fully, to improve
health services for Indigenous peoples living in Narrandera.
Understand Indigenous community health issues is the cornerstone of this project,
formative research includes meetings every four to six weeks and surveys of community
members to understand community perspectives of health services.
Executives and senior management of Murrumbidgee district health services.
The satisfaction of meeting Indigenous policy requirements
The product is the improvement of health services and outcomes for Indigenous
Australians living in Narrandera; the price it will cost is that the healthcare system will
need to adopt an Indigenous perspective of healthcare services and make organisational
changes; the place was limited to Narrandera health services and the health services
provided by nearby towns; and promotion used workshops, meetings, presentations,
community relations and the telephone.
Institutionalised racism.

7.2 A brief background of the Narrandera Community Health Project
Narrandera is a town in the Riverina region of southern New South Wales, Australia. It
lies adjacent to the Murrumbidgee River and is considered the gateway to the Murrumbidgee
Irrigation Area. At the 2016 census, Narrandera had a population of 3,746 people, of which 460
(12.3%) identified as Indigenous Australian (Australian Bureau of Statistics, 2016a). The
Wiradjuri people are the original inhabitants of this area and have been living here for thousands
of years. The name “Narrandera” is said to derive from the Wiradjuri word “Narrungdera” which
means “place of lizard or goanna” (Narrandera Shire Council, 2019a). The Wiradjuri people
have a deep connection with the Murrumbidgee River and its surrounds. Traditionally, the river,
creeks and waterholes sustained every practical need: food, tools, clothing, and shelter, as well as
sustaining the essential social and spiritual needs of the people (Narrandera Shire Council,
2019b).
Considering the large Indigenous Australian population in Narrandera, published papers
regarding the health of the Narrandera Indigenous community are limited. Tongs, Poroch, Fisher,
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Thompson, and Arabena (2009) reported on a survey of 56 face-to-face interviews held with
mainstream organisations in the Muuji region, which includes Narrandera. Ninety-one per cent
of mainstream organisations interviewed in the survey claimed that Indigenous Australian people
accessed their services, but sixty-one per cent admitted that Indigenous Australians experience
barriers (availability, affordability, acceptability and appropriateness) when accessing their
services (Tongs et al., 2009). The Survey found there was an urgent need for organisational
coordination between mainstream and Indigenous Australian organisations. Interconnectedness
was not only recommended between health services but between education, employment,
housing, law and justice, to take into account the social determinants of health and wellbeing.
Burmeister and Marks (2016) supported these findings in their study when discussing the
challenges of delivering mental health services in rural and remote areas, which included
Narrandera. The study found that technologies such as telehealth could increase the quality of
services to rural towns (Burmeister & Marks, 2016). The use of audio-visual equipment could
solve many geographical and logistic issues. Telehealth is where specialists have meetings with
patients from their computer screen, across the Internet. Using telehealth specialist do not always
need to travel to Narrandera to do a 20-minute consultation, neither do patients from Narrandera
always need to travel to a specialist an hour away.
If someone from Narrandera has diabetes and needs to see a specialist in Wagga, it’s only going to be a
20-minute appointment, they will take some blood tests, the doctor will interpret the tests and tell the
patient what they need to do. So why can’t they stay in Narrandera and have an Indigenous health worker
sit beside them and explain what the doctor is talking about on the screen, interpret the doctor’s
description to the Indigenous patient… have this pill twice a day, etc? (Research participant: NonIndigenous male, health management)

Telehealth may be a low-cost, practical solution for the Murrumbidgee Health District,
but it is not being used to its potential by the hospital in Narrandera.
They can come to the hospital and have linkups in front of the TV, but they won’t even do that. The only
way they will do that is if they are in hospital and they need to see the mental health worker, the hospital
will do that for them, they are reluctant, but they will do it. (Research participant: Narrandera Indigenous
community member, female healthcare worker)
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The decision appears contrary to national planning. The National Aboriginal and Torres
Strait Islander Health Plan 2013-2023 (Commonwealth of Australia, 2013, p. 20) emphasises the
priority of mental health care: “Mental health above all things in the Health Plan needs a clear
articulation – a lot of people might not know what health and spirituality means to us.”
(Participant, Mental Health Thematic Roundtable). The plan acknowledges the risks Indigenous
Australians face in the developing of mental illness, being subject to social exclusion and
isolation or experiences with poverty, neglect, abuse or trauma; including the misuse of drugs or
alcohol; poor physical health; or subject to a physical or intellectual disability. Funding should
have followed the intention of the plan, but even when the recommendations are low-cost and
practical, the reality is different.
The most recent literature is a coroner’s report by the NSW State Coroner’s Court (2019),
reporting on the death of a young pregnant Indigenous Australian woman. The report criticised
health services in Tumut, which is a similar rural town to Narrandera, about 200km South-East
and a part of the Murrumbidgee Local Health District. The recommendations given by the
coroner to the Murrumbidgee Local Health District included an audit for the “possibility of
implicit bias” (racism) by comparing statistics between Indigenous and non-Indigenous patients
presenting at the emergency department of Tamut hospital (NSW State Coroner’s Court, 2019, p.
57). The Tumut Cluster Manager from the Murrumbidgee Local Health District acknowledged in

the coroner’s report that “there is a perception in the local community that the Hospital is not a
safe place for Aboriginal people and that some drive to other hospitals to avoid it” (NSW State
Coroner’s Court, 2019, p. 59) and “many among the Aboriginal community have not previously

felt heard about these concerns” (NSW State Coroner’s Court, 2019, p. 59). The evidence given by
Professor Paradies explained how racism operates in healthcare settings.
Professor Paradies explained that this problem can lead people to act in particular ways or to form
judgments or make decisions influenced by bias or preconceived ideas about a particular group.
Stereotyping in terms of a connection between Indigenous patients and drug use is one of the examples he
raised. In this regard, he said that there is evidence of the stereotyping of Indigenous people as more likely
to use drugs and alcohol. Studies show a link between implicit bias and clinical decision-making. It reduces
adherence to best practice. It impairs best decision-making. (NSW State Coroner’s Court, 2019, p. 46)
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In terms of modes of governance, ‘illicit drugs’ and ‘irresponsible’ drinking are used to
characterise examples of ‘bad conduct’. Health professionals at Tumut hospital could have
stereotyped an Indigenous Australian woman as a person with substance abuse problems.
Abusers and addicts are categorised as ‘others’; such categorisation encourages approved
behaviour for the majority. The identification of drug addicts and abusers in the health system as
‘others’ allows the rest of society to continue to behave appropriately. The healthcare system
encourages the population to believe they are free to make their own health decisions on the
condition that they demonstrate a level of self-control that ‘others’ lack (Valverde, 1998). The
population is then (self)regulated to avoid the punishment and stigma given to those who display
‘bad conduct’.
The grey literature uncovered one pertinent report of a Narrandera community gathering
in April 2002, describing many of the local Indigenous Australians living in Narrandera, meeting
together, to discuss health issues facing the community (Dulwich Centre Foundation Inc, 2002).
The report describes how many Indigenous peoples in Narrandera were dying young, many of
them in their thirties. Community members said this was partly due to the healthcare services in
Narrandera: “when we do have contact with the health services, very often these services don’t
take our health seriously either” (Dulwich Centre Foundation Inc, 2002, p. 4); “there are long
waits to get an appointment, then long waits at the clinic, and very short meetings with doctors in
which we don’t feel heard” (Dulwich Centre Foundation Inc, 2002, p. 4); and “the atmosphere at
the medical centre and the hospital often puts our people off and makes us feel put down”
(Dulwich Centre Foundation Inc, 2002, p. 4). Misunderstandings and cultural differences
existing between Western health services and Indigenous Australian community were seen as the
reasons for these poor health outcomes.
With many deaths in the community, grief was identified as a core issue. Helping people
to deal with grief was viewed as a community responsibility, within the Narrandera Indigenous
community, it was not considered the responsibility of mental health services. Significant
cultural differences between the Western medical view and the Indigenous Australian view of
death and dying were reported. Comments highlighting Indigenous perspectives of dying
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included, “we believe it is important to talk about all the good things they have done in their
lives. Sometimes this is a loud process with a lot of laughter!” (Dulwich Centre Foundation Inc,
2002, p. 14). Humour has been reported on in the literature as an integral facet of Indigenous
Australian communication (Neale et al., 2000; Pumpa et al., 2006). In contrast,
The hospital staff believe that the hospital should be a quiet place, and because the hospital is not set up for
large family groups to be staying there for any length of time, the staff can get upset with the Koori families
who are there to spend time with their loved ones. This can have real effects on grieving Koori families. If
the families feel unwelcome in the hospital, this can contribute to arguments and difficulties in
relationships for Koori people. It also makes the dying and grief process much more difficult than it needs
to be. (Dulwich Centre Foundation Inc, 2002, p. 14)

It was against this backdrop of long-term cultural health misunderstanding that the
Narrandera community health project was initiated. The Narrandera Community Health Project
is a teaching program run by Charles Sturt University. The project takes Masters-level Health
Services Management students and provides them with a collaborative learning experience in the
form of a management consultancy-style project. This has enabled a number of teams to learn
advanced management practice and also teaches them how to work with Indigenous Australian
communities. The aim is to enable healthcare professionals working in postgraduate studies to
make a difference, to tackle Indigenous health issues other medical health professionals are
unable or do not seem to be taught to do. The students are generally senior clinicians: doctors,
nurses, and a whole range of allied health professionals. They are in the process of learning how
to deliver high-quality healthcare services, but often do not have first-hand experience of racism
or any of the other factors that may make it difficult for an Indigenous peoples to use healthcare
services.
At the time the interviews were carried out, the Narrandera Community Health Project
had been in operation for two years, having been initiated by Charles Sturt University in 2016.
Before the Narrandera Community Health Project began, several years of consultation with the
Wiradjuri peoples and senior executives within the Murrumbidgee Local Health District took
place, alongside other Wiradjuri nation Elders attached to Charles Sturt University as cultural
advisors. One of the first engagements during the consultation period was a project led by the
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Murrumbidgee Local Health District Director of Finance and Performance, engaging CSU
students to look at health insurance membership coverage and utilisation, a technical problem
and far removed from anything that was culturally challenging. Charles Sturt University
accepted the challenge, with the student team engagement and reports exceeding initial
expectations and making significant recommendations. A second project was proposed by
Charles Sturt University to initiate an overview of the Murrumbidgee Local Health District. The
project investigated existing services, populations and issues within an Indigenous Australian
context, it considered healthcare from an Indigenous perspective, answering questions such as
“for someone in the community who needs help, where do they go?” At the same time, students
began talking to the local Wiradjuri Elders and listening to their stories, which gave them a new
perspective on healthcare. After two years of engagement, weaving together a partnership
between Murrumbidgee Local Health District, Charles Sturt University and Wiradjuri
Elders/Indigenous community in Narrandera, the Narrandera Community Health Project was
established.
Narrandera was chosen as a target community by Charles Sturt University because it had
the highest number of people identifying as Indigenous Australian in the Murrumbidgee Local
Health District yet lacked many of the health services available to other large Indigenous
Australian communities. Charles Sturt University has taken the role of mediator in this project,
consistently holding meetings in the community with both Murrumbidgee Local Health District
executives and Indigenous members of the Narrandera community present. Charles Sturt
University became the mouthpiece for the community because they were prepared to listen to the
community. The meetings allow people to express their concerns, and these concerns are taken
seriously by Charles Sturt University. The University then makes recommendations to the
Murrumbidgee Local Health District executives for changes. The role of the University in the
process is critical to the meaningful engagement with the community and the formation of
recommended changes. It is the successful role of the University in the change process which is
of particular interest to social marketing. While the Narrandera Community Health Project was a
teaching project for Charles Sturt University students, it mediated meaningfully between the
Narrandera community and the Murrumbidgee health District, allowing the community to acess
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policy makers. The University empowered the community to make upstream changes in health
services by giving them a powerful voice.
7.3 How the problem was represented
The Murrumbidgee Local Health District executives “do not know what or how to change
services to Indigenous peoples” in Narrandera, to improve their health outcomes (NonIndigenous, male, health management academic). From an Indigenous perspective, all
community members interviewed related examples of how the health services being provided
were not culturally acceptable to the local community. This section will explain these issues in
more detail. The community felt that they were unable to do anything about the situation,
claiming that healthcare services will not listen to them: “people just think we were dumb blacks,
that’s how people in government and society looks at Indigenous people” (Narrandera
Indigenous community member, healthcare worker, male). This feeling of powerlessness leads to
frustration and withdrawal from using the existing health services. The primary co-ordinator of
the Narrandera Indigenous health project articulated the problem in this way:
If you’re a health service provider sitting in your office and saying, ‘we are not getting enough Indigenous
Australian people using our services, I don’t know why because our services are very good, it must be their
problem’. No… change the way you think. They are not coming to you because you’re not providing
services in a way that meets their needs. Sure, it meets your needs, you have made the health service into a
big industrial manufacturing plant, but if people are not coming to you when they need medical care, you
are not doing your job, you’re not providing the right medical services. (Research participant: NonIndigenous male, health management)

This consumer-centric focus of project management reflects a social marketing approach.
The consumer-centric approach provides a deep understanding of the Indigenous peoples they
are trying to help; it builds policies, campaigns, healthcare services, etc., around those people,
rather than thinking about what Indigenous peoples need from the perspective of Western
healthcare professionals. This approach highlights the need for healthcare services to change the
way they think, which may be that they are assuming to have the answers to Indigenous health
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issues while ignoring what Indigenous peoples are saying and in doing so, devaluing their
knowledge.
Researchers who have entered the community have not always displayed cultural
sensitivity. One community member said, “We have had four researchers come here in the past
four years and they didn’t set a very good example to this community” (Narrandera Indigenous
community member, healthcare worker, female). This behaviour displayed by previous
researchers makes it difficult for following researchers to work with the community. “It was a
woman doing her PhD on drugs and alcohol, funded through the Drug and Alcohol Foundation.
They were so wrong ethically, community is so over it, that’s why people are wary now”
(Narrandera Indigenous community member, healthcare worker, female). This negative attitude
towards all researchers was based on one researcher “not listening to the community; there was
no proper consultation with the community” (Narrandera Indigenous community member,
healthcare worker, female). This theme of healthcare services not listening or respecting the
voice of the community was consistent through all interviews. Time was also identified as a
problem; short-term programs did not allow the time necessary to gain trust and build
relationships with the community.
If you walk away after eighteen months or two years, what is the benefit? It’s not going to benefit anyone.
The community will say “there is another group who come in here, did their research, pissed off and what
have we got out of it?” You got to be there for the long haul, if you’re not, you’re not going to achieve
anything, you will only upset the community. Then, the next time someone comes along do something the
community will tell them to get lost. (Research participant: District health manager, Indigenous female)

It is important to reflect on presuppositions that have allowed this problem representation
to occur. The presupposition refers to the background knowledge which is taken for granted, the
epistemological and ontological assumptions that exist to present the problem in this way.
The following concepts were necessary to present the problem (Section 7.3).
•

The concept that Indigenous Australians are unintelligent and do not know how to
care for their health.
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•

The concept that it is too expensive for the government to spend large sums of
taxpayers hard-earned dollars on providing appropriate services to Indigenous
Australians in the Narrandera community.

•

The assumption that Indigenous Australians have the time, health and resources to
travel an hour to Wagga Wagga or Griffith to receive medical treatment.

•

The assumption that it is Indigenous Australians who need to change their behaviour
if their health is to improve.

•

Cultural insensitivity is widespread among health researchers.

•

The concept that health researchers are not interested in the community, only their
personal agenda.

•

The healthcare system is blind to its discriminatory health practices and the impact
this has on the health of Indigenous Australians in the Narrandera community.

•

Indigenous Australians in the Narrandera community will risk their own health to
avoid the culturally inappropriate health services provided to them.

The construction of the ‘problem’ is achieved from two opposing perspectives: the
Narrandera Indigenous community and the Murrumbidgee Local Health District services. The
Murrumbidgee Local Health District appear blind to their culturally inappropriate behaviour, and
mistakenly assume that it is the behaviour of Indigenous peoples that need to change before the
Indigenous health status will improve. From the perspective of the Narrandera Indigenous
community, the problem is simply that the healthcare services will not listen to their needs or
respect Indigenous knowledges. Prior to the project, the Indigenous community were not being
heard in discussions with the Murrumbidgee Local Health District; their voices are now being
heard through the health surveys and meetings organised by Charles Sturt University. The
Narrandera Indigenous community still have no power in relation to the structures of healthcare
other than being represented by the university.
7.4 The lived effects produced by the representation of the problem
At the time of the interviews, one participant said, “In the last two weeks we have had
nine deaths, some have been alcohol-related, and some age-related, five from one family”
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(Indigenous community member, female, early-thirties). There are people in the community who
are asking for help. Healthcare services are aware of their situation, but there is no help
available: “We had a woman last year who lost one of her babies through a cot death, and she
never got any counselling for her mental health” (Narrandera Indigenous community member,
healthcare worker, male). In another case, healthcare services sent a severely depressed
Indigenous man home after services were sought at the local medical centre, leading to tragic
results:
I had a cousin commit suicide about six months ago and it effected people pretty bad. At the time, they
wanted to get some people to talk to him, like um, a counsellor to sit down and talk to him about issues with
drug and alcohol and suicide and all that. They went to the local medical centre and they said we can’t do
that; you will have to wait six-to-eight months. (Research participant: Narrandera Indigenous community
member, male healthcare worker)

Community members are candid about local issues with methamphetamine (ice) and
alcohol, “I have seen the ice epidemic, people who were weekend users of speed and pills are
now dabbling in ice and needles, going to extremes, anything from petty theft within their own
households to prostitution” (Narrandera Indigenous community member, male, early-thirties).
While methamphetamines are now the main focus, “Alcohol is just as destructive but it’s
accepted now, people think drinking’s alright if they are not on ice, but when you look at the
statistics of alcohol, most men are still going home and flogging their women” (Narrandera
Indigenous community member, male, early-thirties). The local Indigenous community are not in
any way holding healthcare services responsible for the behaviour of people who are abusing
methamphetamines and alcohol. The community are saying “We have people in the community
screaming for help and there is nothing, there are no drug and alcohol services here” (Narrandera
Indigenous community member, healthcare worker, male).
Narrandera is a town with a high population of Indigenous peoples situated between
larger towns. These neighbouring towns are receiving healthcare funding based on regional
statistics. However, the health services receiving funding for the Indigenous population of
Narrandera will not travel to Narrandera and provide those services: “their argument seems to be
they don’t have the workers to get over here, to Narrandera, so why do they get funding to
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provide health services to Narrandera then?” (Narrandera Indigenous community member,
healthcare worker, female).
For the entire population of Narrandera, Indigenous and non-Indigenous, there is one
mental health worker who visits once a week. For a consultation, patients are required to go
through telephone access line, which is impractical for Indigenous peoples, “We should be able
to refer people to them. Instead of being practical, they take the long way around and it is
ridiculous” (Narrandera Indigenous community member, healthcare worker, female). In addition
to the one visiting mental health worker, the healthcare system provides mental health services to
the Narrandera community via telephone. One of the local Indigenous women said, “I know
people who have gone through a psychotic episode and the family has rung the mental health line
because they didn’t know what to do, the access line said, ‘put him on’ but asking someone
having a psychotic episode to talk on the telephone doesn’t make sense” (Narrandera Indigenous
community member, healthcare worker, female).
Other culturally inappropriate issues involve the Narrandera medical centre. Some
Indigenous peoples needing medical treatment refuse to go to the medical centre. They complain,
“I don’t want half the town to know what I am going through, no way, it will be around town in
two weeks” (Murrumbidgee Local Health District manager, Indigenous, female).
Another issue preventing Indigenous Australians from using the Western health services
is the disrespect for the traditional principles of ‘men’s business’ and ‘women’s business’. One
Indigenous man explained, “I am not going to talk about women’s issues, women are not going
to talk to me about women’s things. As a male, I have issues, I want to talk to a male. That is our
tradition, that is our law” (Narrandera Indigenous community member, healthcare worker, male).
Men will not talk to women who are health professionals about men’s issues, and women will
not talk to men who are health professionals about women’s issues. The lack of male
participation in community health, according to one of the local men, is based on the long-term
“devaluing of Indigenous men... they have had their traditional roles taken away from them... it
leaves them feeling weak... they distance themselves because they do not place a lot of trust in
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anyone, especially from people with comfortable lives” (Narrandera Indigenous community
member, male, early-thirties).
The only other option for local community members is to travel to Wagga Wagga or
Griffith, which are both about an hour’s drive from Narrandera. Community transport is
available, but not many unemployed or Indigenous Australian pensioners can afford the fee of
twenty-five dollars, so this puts pressure on their families.
I have an uncle, it’s a classic example, he lives on his own, he needs a whole audit of his body, his teeth,
neck, arthritis, general health, he’s pushing 60, he needs to address his general health issues. I am the only
person in the family with the capacity to help him. However, I have five children, I work 5 days a week, it
means I got to take time off, probably a whole day. It’s all manageable, I’m not making excuses, it’s just
adds weight and pressure. I have another brother who suffers from drug addiction who needs high level
help, another burden. There are lots of other families with similar the burdens to carry. (Research
participant: Narrandera Indigenous community member, male, early-thirties)

The local Indigenous community health workers are often unable to assist, “The hardest
thing is vehicles… we have one car between six of us (Narrandera Indigenous community
member, healthcare worker, male). When community members do eventually get to services in
Griffith or Wagga Wagga, such as rehabilitation, the results are often less than satisfying.
I have a nephew on ice, he has been out to Wagga about ten times for treatment. The doctors are saying
that there is nothing wrong with them. So, they let them out of rehab, he comes back, and he terrorises his
parents. (Research participant: Narrandera Indigenous community member, male healthcare worker)
With the mental health workers, even if they can’t stop people using drugs, they can support the families of
drug addicts. That’s the worst thing, families are pulling their hair out because they don’t know where to
go to, where to turn to. (Research participant: Narrandera Indigenous community member, male
healthcare worker)
For Aboriginal people going into rehab, why aren’t they letting the local medical services know so we can
work with the families? If the client comes from our community, there is no communication with us.
(Research participant: Narrandera Indigenous community member, male healthcare worker)
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These comments highlight the effects of drug and alcohol abuse on families. For the
Narrandera Indigenous community, the drug and alcohol abuse is widespread; it is now the
families of drug and alcohol abusers who are requiring assistance from mental health
professionals to deal with the associated emotional abuse.
Narrandera has a high population of Indigenous peoples, and they are dying young. They
are dying from drug and alcohol abuse. People are going to the medical centre and asking for
help; healthcare services know people are in desperate situations needing help. Neighbouring
towns are receiving funding to provide services to the community, but there are no drug and
alcohol services. The one mental health worker servicing the whole population of Narrandera,
both Indigenous and non-Indigenous, comes once a week and is only available for consultation
after going through the telephone service. When people go to the health clinic, their confidential
business is not kept private, and health services do not respect Indigenous Australian law of
‘men’s business’ and ‘women’s business’. The only option is to travel to nearby towns, but
transport is placing a heavy burden on family members, and when they do get treatment, it is
often unsatisfactory.
7.5 How and where was the representation of the problem produced, disseminated and
defended
This section directs attention to how the practices of the Charles Sturt University
mediated the discourse. Foucault (Foucault, 1978/1991b, p. 60) asks, “What individuals, what
groups or classes have access to a particular type of discourse, speakers and its destined
audience?” The problem represents a communication issue between the Narrandera Indigenous
Australian community and the Murrumbidgee Local Health District. This section discusses
dissemination between the Narrandera Indigenous community and Charles Sturt University and
the Murrumbidgee Local Health District and Charles Sturt University. The relationships are
complex and at times, inconsistent.
For the Indigenous community, Charles Sturt University is another organisation
representing the government which has come into their community after a history of
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disrespectful research conduct. The Charles Sturt University health program was viewed as a
contrasting approach: “They are listening to people”, and this is “winning people over”
(Narrandera Indigenous community member, healthcare worker, male). In negotiations with the
Murrumbidgee Local Health District, Charles Sturt University was viewed as a strong voice, on
the side of the Narrandera Indigenous community. When participants were asked about the
positive aspects of the Charles Sturt University health project, they said:
1. They built relationships slowly.
2. They did not promise the world, but they kept small positive outcomes happening
regularly.
3. Held regular meetings, every six to eight weeks.
4. They brought local employment.
5. They have talked for two years: to have talks continue for that long is a testament to
how genuine they are.
6. Any concerns that the community have, they listen and make changes.
7. The decision-makers from Murrumbidgee Local Health District are at meetings.
Without the decision-makers, it’s just another ‘talkfest’.
The typical method of working with Indigenous Australian communities is for a
consultant to identify the problems, then report solutions to the senior executives. For the
Narrandera Community Health Project, it was determined that the normal way of finding
solutions for Indigenous Australian communities was not working because a great deal of money
had been invested for little return; it was time for a change in focus. The focus changed from a
consultant-based solution to community-based solution, which involved a simple strategy of
“going to the community and asking Indigenous Australians what the problems are and how they
would fix them” (Non-Indigenous, male, health management academic).
Indigenous people must get a say in the process and outcomes, that is the whole point. They must have
some control over what’s going on in their community; they must feel like they are being listened to, that’s
all anybody wants to be; listened to. They don’t need to be Einstein; they just got to look at working with
Indigenous communities differently, not trying to enforce mainstream white values and services on
Indigenous people. (Research participant: District health manager, Indigenous female)
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In order to understand community needs, the Charles Sturt University health project is
interviewing or surveying community members. This is part of a new strategy to understanding
healthcare services from the perspective of Indigenous peoples living in Narrandera. The survey
questions were developed in consultation with the Narrandera Elders. The surveys are asking
questions such as “What do you want to see changed?” “What is your experience in trying to see
a doctor… to see a specialist… to get help when you’re not well?” “What’s your priority?”
(Non-Indigenous, male, health management academic). From the preliminary survey results “we
are finding that healthcare is only one part of a holistic health experience; it’s also education,
employment, transport, food, and other things, that determine if the person is healthy or not
healthy” (Non-Indigenous, male, health management academic). The health surveys are seen by
the Indigenous Community as a platform for local Indigenous voices to finally be heard.
For me, the research project is invaluable because it gets our story out. It’s about our stories, our
experiences with health. For Indigenous people, that’s an horrendous story. I am younger than most of the
elders around here, but I won’t even go to a doctor here. I want people to hear our stories and make
changes in health, to make it more accessible to Indigenous people, so that they feel more comfortable
walking into any health service. (Research participant: Narrandera Indigenous community member,
female, early-thirties)

The stories are being collected by a local Indigenous man who has been employed by the
project for this purpose. Employing a local Indigenous man to conduct a health survey was
considered to be the most sensible strategy used by the Charles Sturt University health project,
with comments such as, “its best thing they have done” (Narrandera Indigenous community
member, female, early-thirties). By employing one of the locals in the project, the locals can
communicate with someone they know and trust.
I go see them two or three times before I even interview them. I leave the survey with them, explain to them
what I am doing, that it’s all about Indigenous health, that we are trying to get things improved in this
community. Each interview is recorded, then sent off to Charles Sturt University, where the students are
typing them out. There is still a lot of work to do, but people are telling me their stories. (Research
participant: Narrandera Indigenous community member, male healthcare worker)
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Valuing the Indigenous knowledge, the cultural beliefs and practices contained in the
survey results are essential to providing health services to the community. Past researchers had
come into the community and taken the cultural knowledge for their benefit and given nothing
back to the community: “people take our information, if it were us taking information from
another body, we would have to pay for it”. The community wants its voice to be heard; they
want to see it documented. They do not want their community health knowledge to be locked up
in a vault somewhere in Murrumbidgee Local Health District or Charles Sturt University. The
culturally appropriate use of Indigenous knowledge is a critical principle in partnering with
Indigenous communities. The Charles Sturt University health project was viewed as different
and participants believed that it would lead to some changes in the way cultural knowledge is
respected.
Several social marketing tools have been used to accomplish this. The first is audience
research. At the time of interviews, the project had been consulting with the Narrandera
community for two years. Meetings were held at every one or two months on a regular basis.
Audience research was also being done on a wider scale, with the employment of a local
community member to conduct interviews with local community members, where they related
their health stories. Surveys and literature were printed, using both the Charles Sturt University
and Murrumbidgee health logos. The stories were still being collected and collated at the time
this thesis was being written, the stories were to be analysed for emerging themes and then used
by the Murrumbidgee health district to improve their services to the community. The aim was
that “if Murrumbidgee health can adopt this type of approach we are using in Narrandera, then
we can roll it out across other communities in the Murrumbidgee and get them to look at new
way of offering services to Aboriginal communities” (Research participant: District health
manager, Indigenous female).
At regular community meeting, Murrumbidgee health executives who had the power to
change policy, or to change the way the way policy was applied, were often present. For some
issues, based on community feedback, surveys and other evidence, changes were made
immediately, during meetings. Another effective policy influencing tool was to have Indigenous
people working within the Murrumbidgee senior health management, who could speak directly
Indigenous Australian perspectives in Social Marketing

Reece George

144

to senior executives, to leverage Indigenous policy as a priority, is also an effective policy
influencing tool.
“CE’s come and go, and you have to work on them. When they came on board you got to get in early. You
got to change their attitude early, especially if they have no experience, otherwise they don’t worry about
Aboriginal health. One of the main things with these CE’s is that there are KPI’s attached to Indigenous
health and if they are not meeting their KPI’s from the ministry, they get a little rap on the knuckles as well.
So, you use all those things to your advantage” (Research participant: District health manager, Indigenous
female).

7.6 The behaviour change outcomes of the Narrandera Community Health Project
After consulting with the community, the student team from Charles Sturt University
reported to the Murrumbidgee Local Health District that “the hospital is no good place to be, that
it’s not a friendly place, people go there to die” (Non-Indigenous, male, health management
academic). In order to make the hospital a healing place where Indigenous Australians would
want to visit, the students recommended hanging Indigenous flags, purchasing Indigenous
Australian artwork and landscaping the garden to include traditional plants. Following these
recommendations, flags were purchased for forty facilities within the Murrumbidgee Health
District. $27,000 was also spent on acquiring Indigenous Australian artworks to be distributed
throughout the District health centres. The artworks in the Narrandera hospital are works from
local Indigenous artists. A statue of a lizard, the Wiradjuri totem was placed into the front garden
of the hospital. Now, when Indigenous Australians come into the hospital, the small changes
give them a local connection.
While these cosmetic changes to the local hospital do appear to be superficial changes,
the visual changes are significant to the local Indigenous Australian people. Over the long-term,
changes to health services are necessary, such as improved face-to-face consultations and
provisions for full-time mental health services. Instead of trying to modify the existing services,
emerging from the discussions with the Narrandera Indigenous community is the desire for them
to establish an Indigenous medical centre or Aboriginal Medical Service (AMS). This is an
acknowledgement that changing the existing services is too difficult. In support, one of the
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managers from Murrumbidgee Local Health District said, “Nothing is stopping Narrandera from
applying for an AMS: they need a committed group of eight to ten people to run around the
community, to work out what they need, to write it all down and send in the application”
(Murrumbidgee Local Health District manager, Indigenous, female). There has also been an
attitude shift towards the community meetings. “The last meeting we had, about 15 people turned
up, that’s huge to have 15 for health meetings, I haven’t seen that in any other meeting”
(Narrandera Indigenous community member, female, early-thirties).

Surveys are being collected to give the local community members a voice and to build
genuine, long-term collaborative and sustainable partnerships. The themes emerging from the
data show:
The biggest concern for women is that they have no maternity ward here. Indigenous Australian women
want to have their children on country. If women here want to have babies, they must go to Wagga or
Griffith, which is a hundred kilometres either way. They fear that anything could happen in that hour’s
drive. The other big issue is they want their own Indigenous medical centre. The other issues coming
through were to do with drugs and alcohol, they are all talking about that too. (Research participant:
Narrandera Indigenous community member, male healthcare worker)

From a healthcare perspective, the long and expensive consultation and empowerment
process being employed in Narrandera may be useful in other communities. One of the
Murrumbidgee Health District managers said, “if Murrumbidgee health can adopt the approach
being used in Narrandera, then we can roll it out across other communities in the Murrumbidgee
and get them to look at new ways of offering services to Indigenous communities. We are just
waiting to see how Narrandera stuff goes. The middle-class white mainstream services don’t
work for Indigenous communities. We all know it doesn’t work.”
In Narrandera, Charles Sturt University has consulted for two years with the Indigenous
community. Talking and listening are the vital ingredients for sustainable change but presenting
this strategy to project stakeholders has proved challenging. The project aims to empower the
community, without being the missionary or the authoritarian telling the community what to do.
The Indigenous community only need guidance; they do not need anyone coming into their
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community and taking over. The Charles Sturt University approach to the project has changed
the way community members think; it has been responsible for change while the community
feels like it is doing the work.
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Chapter 8 – Discussion & Conclusion
8.1 Brief introduction
This study has drawn upon a Foucauldian analysis to critically evaluate the way the
power structures affect social marketing in three selected case studies. Further, an
Indigenous Australian critical lens has been brought to the analysis to extend the
evaluation. This chapter aims to discuss the contributions and conclusions of this study. In
this chapter, an overview of the study will be presented, followed by a section which
addresses the research questions. The key theoretical and practical findings of this research
will be presented and an articulation of the contributions of the study. Finally, the
limitations of this study will be discussed, out of which a range of further research will be
proposed.
8.2 Overview of study
While the Australian healthcare system is reportedly one of the best in the world,
recent reports suggest that program evaluation in the area of Indigenous health is at best
problematic. This situation had provided a need to consider the policies and implementation
of health programs for Australia’s first peoples. In this thesis, health programs designed to
change the behaviour of Indigenous Australians have been presented and analysed as social
marketing in an attempt to expose the power relations aimed at individual and community
level change. This thesis has argued that the inherent structural power relationship between
Indigenous peoples and change agents (government, authorities and service providers)
affects the success of social marketing targeting Indigenous Australians. The power
structure effects on social marketing were investigated in three case studies. The first
encompasses downstream social marketing from government and authorities to Indigenous
peoples (The Northern Territory Emergency Response Intervention). The second, a
midstream social marketing approach, uses an Indigenous health agency (The Birthing on
Country Project), while the third (The Narrandera Community Health Program), examines
an upstream, co-created, community-led approach, to social marketing in health. A
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Foucauldian analysis was used to critically evaluate, from an Indigenous perspective, each
social marketing program, to answer the broad research question:
What are Indigenous perspectives of social marketing?
The following research questions are addressed:
•

What are some lessons we can learn about designing better Indigenous health
planning programs?

•

How has institutional power impacted social marketing campaigns for
Indigenous peoples?

•

In the design of social marketing programs for Indigenous audiences, what are
some of the factors that will help to make it more culturally appropriate?

The theoretical framework of this study stressed the historical effects of
colonisation power on Indigenous peoples. It is important to recognise the historical
influence of government agencies and mechanisms of power at work on Indigenous
Australians. The findings of this thesis indicated that at the core of Indigenous health
problems are culturally inappropriate power relationships. Thee power issues are found in
social marketing interventions.
The findings demonstrate that power affects social marketing effectiveness for
Indigenous peoples. As shown in Table 8.1 and elaborated below, there are critical
decisions that need to be made when developing programs for Indigenous audiences. From
the three case studies investigated in this study; programs that work towards equalising the
power differentials between Western healthcare services and Indigenous peoples work best
for changing health behaviours, the cost of the program are affected by the scope and
duration, and Indigenous holistic perspectives of health or social determinants also need to
be considered. For this study, the midstream approach was the most effective approach,
followed by the upstream co-created approach, but the downstream approach was not
effective when applied solely to the Indigenous Australian population.
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Table 8.1: Summary of findings
Downstream
High for
government
Low for
Indigenous
peoples

Power

Cost
Target
audience
Scale and
Scope
Effectiveness
Holism

Most expensive
Parents in
selected
Indigenous
communities
National, state
and territory.
Poor outcomes
Attempted but
ineffective

Midstream
High for Indigenous peoples: can
shape and influence program
delivery
High for government: control of
power structure and direction of
policy
Medium expense
Maternal healthcare services in a
region

Upstream co-creation
High for Indigenous peoples
Medium for government

Regional

Community

Effective outcomes

Medium outcomes

Holism effectively applied to one
issue

Holism effectively applied to a
range of issues but difficult to
implement given power and
brokering skills required of
leaders to deal with authority.

Least expensive
Senior executives within a health
district

8.3 Lessons we can learn in order to design better Indigenous health planning
programs
The downstream approach was the most expensive and most extensive in scale but
provided only partial evidence of success and exhibited unintended consequences of both
ethical and societal outcomes. While there were some positive outcomes reported,
generally, the results were poor, and in some cases, the program contributed to worsening
Indigenous health. For the downstream approach, all the decision making was made by
government agencies, with little or no consultation with Indigenous audiences. The
program failed because decisions were based on racial stereotypes about Indigenous
Australians. The disempowerment reported by the target audience was the result of having
no say in the proposed behaviour changes and being treated according to racialised
imaginings (Australian Indigenous Doctors’ Association, 2010; Bielefeld, 2014; Bray,
2016). This power differential intimidated Indigenous Australians who prefer a reciprocal
communication style, such as yarning and relationship building. While such downstream
programs can be implemented on a national scale, the attempt to incorporate Indigenous
holistic perspectives of health (Hargreaves, 2011) and all the other positive motivations
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associated with the program were negated by non-engagement with the target audience
during the planning and implementation stages.
Upstreaming approaches to social marketing, while empowering Indigenous
Australian people, were also found to challenge Western power structures. To be successful
they require significant cross-cultural and community leadership skills. For this study, an
outside source, a university, became the co-creator for the community. At the community
level, when the community was empowered to take the initiative to make changes within
their own communities, power dominance and exclusion was exercised on the community
by government organisations to resist change. This power differential was manifested, for
example, in the withholding of communication or ‘not listening’, or when Western
professionals patronise or ‘talk down’ to Indigenous Australian people. Indigenous
participants described the importance of listening to Indigenous voices. Orchestrating this
power differential by the university was critical, who worked with the community to find
community-led solutions. The program moved slowly, but over the long-term, this
approach may be effective. The upstream approach empowered the community to take
responsibility for making changes for their own health needs, which, over the long-term,
may turn out to be the most effective strategy.
The midstream approach, while not addressing historical and present-day power
imbalances, was found to be the most effective of the three, provided that the midstream
service providers had some autonomy, control and consulted with and sought approval
from their clients and key stakeholder communities. The midstream approach influenced
authorities who work with the Indigenous communities, who then acted as advocates to
better facilitate change. In the Birthing on Country case, the Congress of Aboriginal and
Torres Strait Islander Nurses and Midwives, the Australian College of Midwives and
CRANAplus committed to establishing Birthing on country programs. Funding was
established, and partnerships were then formed with the University of Queensland and the
University of Sydney. It was at this organisational level where the power differential
equalised with Western health services and resistance to Indigenous health perspectives
were minimised. The scope of the midstream approach was regional, the cost was mid-
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range, and holistic perspectives of Indigenous health were addressed but only in one
focused field.
8.4 How institutional power impacts social marketing campaigns for
Indigenous peoples
Institutional power has primarily been responsible for presenting inaccuracies which
have shaped the Australian social ideology, which has led to deprivations and inequalities,
discrimination and exclusion, and prejudice and intolerance towards Indigenous
Australians. Hunter (1991) argues that this inappropriate use of power inflicted on
Indigenous Australians by Western culture is responsible for the health disparities we
witness today. Where institutional racism systematically acts against Indigenous
Australians (Henry et al., 2004), whether the racism is intended or unintended, the common
response by Indigenous Australian is to avoid the person or a similar situation. This
explains some reasons why Indigenous Australians do not access health care when they
need to (Steering Committee for the Review of Government Service Provision, 2013). This
reaction is to unequal power dymanics, such as seen in the NTER case, holds direct
implications to whether Indigenous Australians will participate willingly in social
marketing programs.
There is an essential role for allied institutions in providing legitimacy for
Indigenous health midstream and upstream programs. In the Birthing on Country project,
evaluation by outside researchers provided an impetus for acceptance as part of National
Strategy, although this approach was only considered relevant because it was
“innovative”. In the Upstream case (Narrandera Community), a regional university in NSW
provided support in developing community resources and resilience to challenge accepted
orthodoxy in health policy.
Meaningful engagement with the Indigenous community was a critical element of
using organisational power in a culturally appropriate way. Organisations need to involve
Indigenous Australian participation at all stages of the health planning process (Hunt,
2013a), incorporate holistic approaches to health, Indigenous knowledges and Indigenous
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epistemologies (Grieves, 2009; Smith, 1999; Wilson, 2008). Co-discovery, co-creation and
co-production social marketing approaches show some promise but needs to be sincere
consultation to succeed. By changing how health professionals engage with Indigenous
peoples, social marketers can alter the power dynamics and reconfigure the relationship of
Australia’s health system with Indigenous peoples. Midstream and upstream social
marketing programs may need to target health professionals to confront their own racial
behaviours and beliefs, to understand where health services fit within the Indigenous
holistic experience of colonisation and government control (Buchan & Heath, 2006;
Darwin, 1839/1989), and how their engagement with Indigenous peoples either fortifies or
diminishes this position.
8.5 Factors that will help the design of social marketing programs to be more
culturally appropriate for Indigenous audiences.
It is thus vital to consider the situational context and power relationship between
those advocating change and those affected by change. Also, social interventions which are
best for Indigenous health and identity must be informed by their voices. This can only
occur now, through midstream approaches, as they do not overtly challenge authorities and
established power structures. More negative factors of health programs can also occur for
Indigenous peoples when their voices are not heard, or the power structure cannot
accommodate them.
The request for meaningful engagement is clear. The power differential is illustrated
quite literally, with participants describing people from government agencies “firing off
their big language” (Narrandera Indigenous community member, male, early-thirties),
engaging with community members as though “we were dumb blacks” (Narrandera
Indigenous community member, healthcare worker, male). The community believe “that’s
how people in government and society looks at Aboriginals” (Narrandera Indigenous
community member, healthcare worker, male). The core critical request repeated from all
cases was for health professionals to ‘listen’. Social marketers must research their target
audience; it is especially critical when developing social marketing programs for
Indigenous peoples. Listening to Indigenous Australians requires time. The Narrandera
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community health program spent the first two years of the program mostly talking and
listening to the community. The Birthing on Country project and the Narrandera
Community Health Program used ‘yarning’ to communicate with Indigenous peoples
(Bessarab & Ng'andu, 2010; Yunkaporta, 2009). From an Indigenous Australian
perspective, it becomes possible to communicate when professionals can minimise their
power, their education, and their status and relate to Indigenous peoples as equals.
Based on the current research, if social marketers, governments and health boards
want to successfully employ social marketing for Indigenous Australian audiences, they
need to consider the power imbalance between those doing the social marketing and
Indigenous Australians. When the power balance is equalised or in favour of Indigenous
audiences, behaviour change programs will be more effective. Social marketers need to
realise that because the power imbalance exists, their cultural ideals of ‘what is good’ may
be forced onto a target audience, who may not consider the behaviour change as ‘good’, yet
are in a position of little power so unable to speak up. When this happens, the result is often
that Indigenous culture is changed against its will or a social marketing program is resisted.
8.6 Contributions
Contributions from this study aim to influence the research and practice of social
marketing with Indigenous peoples. Importantly, social marketing approaches seeking to
achieve behavioural change within the Indigenous Australian population require a complex
and contextual approach. This includes applying a Foucaldian understanding to the power
relations inherent in the target audience; working from and/or with an Indigenous
ontological approach to both the development and implementation of research and practice;
and adopting a critical approach.
An Indigenous perspective on social marketing starts from a deep understanding of
the historical and continuing colonisation of Indigenous Australians and the resultant power
relations inherent in any attempt to encourage behaviour change. An Indigenous
perspective on social marketing embraces Indigenous ontology by seriously taking the
work required to build relationships and commit to holistic assessment of the many
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elements of individuals and communities’ lives that interact and compound the targeted
behaviour for change. And an Indigenous perspective on social marketing starts with a
critical analysis of social marketing, most importantly by unpacking the intent and
underpinning desire for change by those leading the social marketing endeavour.
Figure 8.1: Lenses required for addressing Indigenous perspectives in social
marketing

The contributions of this study are threefold: theoretical, methodological and
substantive. These three contributions move towards a theory of Indigenous social
marketing.
8.6.1 Theoretical
Critical theory was identified by French and Gordon (2015) as one of the social
marketing tools available to understand behaviour. In this study critical theory has been
applied to three social marketing programs, to identify issues and possible solutions. While
critical social marketing considers the negative effects of marketing (Gordon 2011), critical
theory has extended the lens to consider the negative effects of social marketing. Like
Pfeiffer (2004), who reported on a Mozambique program that aimed to reduce the spread of
AIDS by promoting condom use, who claimed that most of the social marketing campaigns
were not motivated by ‘the greater social good’, but rather, the motive was to improve
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economic efficiency through behaviour change. This study further acknowledges that not
all social marketing programs are motivated by ‘the greater social good’. The findings of
this study, therefore, support scholars who consider social marketing not to be a neutral tool
in the support of behaviour change because it is implemented within existing power
structures (Tadajewski & Brownlie, 2008).
Szablewska and Kubacki (2019) argue that the pressing ethical issue in social
marketing is determining what is a ‘social good’ (p. 874). This thesis argues that the issue
is not determining what is a social good but rather, who has the power to make decisions
about what is a social good? The real issue here is power, as those with power determine
what is ‘good’ for society (Foucault, 1978/1991a). This point is highlighted by historical
behaviour change programs in an Indigenous Australian context, where the Australian
Government in a position of power, determined what was good for Indigenous Australian
people. The three case studies examined is evidence that the structure of power in health
services effects the outcomes on Indigenous Australian audiences, who historically resisted
dominating governmental power.
Like French and Gordon (2015) who observed many social marketers being limited
to a set of principles and conceptual tools that are stuck in the past, the current study also
found that the downstream approach was limited in its effectiveness, whereas the
midstream and upstream approaches that focused on organisational and policy change were
more effective. This thesis agrees with Gordon (2013), who advocates the addressing of
causal conditions using social marketing programs. This issue was highlighted in the
Birthing on Country case study where when one of the participants said, “having lived
continuously in Australia for ninety-five thousand years, Indigenous peoples know how to
look after themselves, especially parenting” (Indigenous woman, Professor). The
Indigenous Australian health problem from an Indigenous Australian perspective is the
racism healthcare services display to Indigenous peoples. The causal conditions were
identified as “the assimilation policies and the deficit ways that they gear us and try to fix
our world” (Indigenous woman, Professor). This thesis suggests that the most promising
healthcare solutions for Indigenous audiences requires an upstream or midstream approach
targeting healthcare services and policy makers that address systemic racial issues.
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Given that Indigenous perspectives of health are generally holistic (Swan &
Raphael, 1995), there is a need to consider holistic approaches to social marketing. From an
Indigenous Australian perspective, a social marketing program designed to change the
behaviour of Indigenous peoples is not viewed as a stand-alone program; it is looked at
with concern for how it fits into the whole perspective of Indigenous life, including
historical, political, and social factors that impact health (Lutschini, 2005). To successfully
address Indigenous perspectives of health requires a wide lens of the problem. Like
Kubacki and Rundle-Thiele (2014) this study found, the management of complex social
problems requires strategies that manage hierarchical power between stakeholders. For
Indigenous audiences, this facet of management is particularly critical. In the long-term, it
is the equalised power relationships between Indigenous and non-Indigenous stakeholders
that allow for participation and improvements in the program. In all three cases, there were
reports of Indigenous Australians refusing to participate in health services, due to the power
differentials.
8.6.2 Methodological
On a more practical level, the study contributed a framework for designing more
effective Indigenous health programs, it provided some insight into understanding the role
of power in social marketing campaign delivery, and it provided some guidelines for
enabling Indigenous empowerment in health programs. The study highlighted the
importance of allied institutions outside of government, in the process of empowering
Indigenous peoples, to develop their own culturally appropriate and effective health
programs. However, the empowerment of Indigenous peoples was found to be limited to
how much institutions would allow it.
The use of critical theory was enhanced by a Foucauldian approach, which was able
to investigate the power component in social marketing campaigns. Foucault was centred in
the Western tradition; however, it is his critical theoretical analysis of discipline,
institutionalisation and biopolitics, as well as his pivotal work on power and knowledge,
that is theoretically helpful when examining the subjugation of Indigenous peoples. The
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Foucauldian approach chosen was a novel way to think about social marketing problems.
The conventional way social marketers deal with social problems is to solve them; the
terms by which the specific problem is understood are left unexamined. The approach this
examination took was to acknowledge that governments are active in the creation of the
problem. By their very nature, the way that social marketing problems are represented
means that they contain explicit assumptions about the problem. For example, at the
beginning of the NTER intervention, the government sent police and army troops into
remote Indigenous Australian communities to imply “the Intervention intends to restore law
and order to communities” (Moriarty, 2007, p. 2). Using a Foucauldian governmentality
approach, it was possible to identify the implied representations of Indigenous Australians
in the social marketing problem and to then analyse the conceptual logic that underpinned
the problem representations and then identify the effects of the problem representations.
The use of Indigenous Standpoint Theory and Dadirri in social marketing is a
contribution. A review by Kubacki and Szablewska (2019) of social marketing programs
targeting Indigenous peoples found that only one study used an Indigenous perspective.
This study confirms Kubacki and Szablewska (2019) to be correct in saying that
“opportunities exist to increase the effectiveness of social marketing interventions through
the use of Indigenous theories and research methods and methodologies”. The application
of Indigenous standpoint theory (Foley, 2003) deepened the theoretical lens on data
collection and analysis, making it a valuable theoretical tool for Indigenous communities.
Dadirri, a practice of deep listening based on respect (Atkinson, 2002), proved to be a
valuable tool in all research-related communication but especially when interviewing
Indigenous Australians. By not talking all the time or trying to hurry things along, the
power differentials were minimised, and communication was more effective.
8.6.3 Substantive
There has been limited research in social marketing that works to apply a theoretical
and methodological framework to all three (downstream, midstream and upstream) social
marketing approaches. Nor has the research literature applied a Foucauldian approach
intersecting with Indigenous methodologies. By using Foucault’s critical theoretical
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analysis of governmentality, the study is also contributing a new critical theory to social
marketing. This study has demonstrated a new approach to Indigenous Australian social
marketing. The case selections demonstrated how the locus of behaviour change decision
making is critical to Indigenous social marketing and by using somewhat heightened
examples, such as the NTER intervention, the study exposed extreme power differentials at
play inside of the practice of social marketing.
8.7 Limitations
Overall, this study achieved its aims in terms of investigating Indigenous
perspectives in social marketing, yet some limitations of the study require critique. Among
these limitations was the reliance on people to explain their own perceptions. People often
don’t understand the underlying reasons for their behaviour, as it can be a subconscious
process, leading to explanations that are created rather than accurate. To assist in
minimising this issue, where possible, interviews were done in the context of Indigenous
Australian communities. Moreover, the experiences of Indigenous participants and
researcher were subjective. The aim of this study was not to remove the Indigenous
perspectives but to include them. This limitation has impacted the findings and analysis.
Similarly, the method can be critiqued. Analysis of the data, particularly concerning
opinions, requires a large amount of subjective interpretation. Reasonable validity required
the researcher to be familiar with the data. Transcribing all audio recordings required
listening to them multiple times. As an Indigenous Australian person, the research was in a
strong position to appreciate the data from Indigenous Australian perspectives. The
researcher first immersed himself in the data before identifying emerging themes. The aim
of the interviews was to provide Indigenous perspectives of social marketing, there was no
further breakdown of themes into sub-themes. The decision to proceed with this method
was based on a lack of Indigenous perspectives in social marketing. This method was
needed to fill the research gaps, despite its limitations.
Another limitation concerns the sample selection. Initially, the aim was to
investigate the Indigenous perspective of a downstream, midstream and upstream social
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marketing program. Interviews with Indigenous peoples who had or had not changed their
behaviour were thought to be ideal. However, this was not feasible in practice. One reason
for this was that many of the reported programs in the literature were no longer running and
the people involved in the programs had moved on and were unavailable for interviews.
Another reason for this was that to maximise resources, both the midstream and upstream
social marketing programs chosen did not target Indigenous Australians but rather, nonIndigenous healthcare services and policy makers. Despite not collecting data from the
Indigenous Australians whose health benefited from the midstream and upstream programs,
data was collected from the Indigenous Australians who were involved in setting up and
running these social marketing programs. Future research in midstream and upstream
programs should consider how the end user, rather than the target market responds, to
changes.
8.8 Further research
There are many avenues for future research in this area. Here are four: (1)
concerning power inequalities in health services, future research should consider the
development and evaluation of social marketing programs that help non-Indigenous health
services and policy makers to identify and address their racial attitudes towards Indigenous
Australians; (2) in a similar vein, social marketing programs that focus on the
empowerment of Indigenous Australian communities should be explored; (3) future
research could look at a comparison of Indigenous approaches to holistic wellbeing, such as
a comparison of Maori (Indigenous to New Zealand) and Indigenous Australians, and; (4)
the general role that power plays in social marketing needs to be critiqued.
8.9 Concluding comments
This study found that Indigenous social marketing requires three perspectives: (1)
Indigenous ontological perspectives, (2) an understanding of power, as the result of
colonisation, and (3) a critical social marketing approach, to understand the effects of
programs on people. At the intersection (Figure 8.1) of these three perspectives is the most
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optimal social marketing approach to developing and implementing programs for
Indigenous Australian people.
These are the issues that social marketers need to consider when planning health
programs for Indigenous Australian peoples. While this study was limited to the
investigation of three cases, it does provide insight into how programs can be made more
effective. Most importantly, a non-consultative approach does not work, consultation with
Indigenous Australian peoples must be included at every stage of the process. This helps to
equalise the power differentials, if the power differentials are low for Indigenous peoples
they may not even participate, conversely, when Indigenous peoples are empowered, they
will take appropriate action to manage their health. The study is not claiming that
downstream approaches are not effective when appropriate consultation takes place; the
study did find that upstream, and particularly midstream approaches naturally shift the
power differentials in favour of the target population, making these approaches more suited
to Indigenous Australian programs. A call to action is, therefore, to focus on midstream and
upstream programs that tackle the causal problems of Indigenous Australian health.
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A rigorous ethics approval was sought for human participants, who were also of
Indigenous Australians origin, and approved by the Charles Sturt University’s Human
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Appendix 2: NTER interviews
NTER Interview 1: Indigenous legal academic
Interviewer: I’ve been looking at a case study, the Northern Territory Emergency Response
intervention, do you remember that?
Participant: Yes.
Interviewer: The one where they got the army to come in, there were allegations of Indigenous
children being sexually abused, the report come out, they said this is a national emergency, we are
going to get in there and sort this problem out.
Participant: It was a bit of an overkill.
Interviewer: This is what I wanted to talk to you about, maybe you have seen in your own work
how governments and organisations, they want to change Indigenous peoples behaviour, which in
some cases it is fine, but they sometimes do it without consent.
Participant: Yes, I think in many cases it is top-down oppressed, like oppression basically. Using a
top-down approach, they are not asking Indigenous people how they feel or how to be part of the
problem-solving process, they are not given a voice in the decision making process. They don’t
have ownership, it’s just other people telling them what to do. Which means we are still remaining
in a state of colonialism and we continue to do that. The northern territory intervention was pretty
prolific because it was just a huge overkill, it was reactive, rather than proactive. If they were
proactive in some of these areas, they would involve Aboriginal people and the communities in the
decision making process of what happens to them. I think one of the other big things that
government do is treat all Aboriginal people the same, not knowing the different areas and not
knowing that different people have different needs. The need here in Bathurst is very different to
the needs in Wellington and Dubbo but we are treated the same and we are expected to fit into a
'one size fits all' approach. Some of these mechanisms, are about trying to change the behaviour of
Aboriginal people, almost like trying to trick them. Like a government intervention to say that if
you don’t send your children to school, you don’t get your government payment. I don’t understand
why Aboriginal people are exposed to that when non-Aboriginal people aren’t. To me that is
bordering on discrimination, why one set of people are treated in that manner when there are nonAboriginal people not sending their children to school, but they don’t have to come under the same
regulations as Aboriginal people, such as the intervention. There are lots of sexual abuse cases in
other communities who are not Aboriginal people, but the reaction is not the same. I think the
government has a long-standing history of not involving Aboriginal voices to be part of that
decision making process.
Interviewer: Yeah, for sure. The NTER is a bad example, it actually made things worse.
We have so much research to solve the problems, we know how to reduce sexual abuse in
communities, social workers have researched this for a hundred years or so and they know how to
make positive inroads into fixing these problems, so the research is there and the solutions are there
and it keeps getting overlooked for half-baked solutions. Why do you think that continues to go on?
Participant: I think, in my area of work, in welfare work, before I came into academia; within
community, particularly with remote communities, I don’t think they consider the voices of the
people at the coal face. There is a huge disconnect between the people who are working at the
coalface, the research and the decision making process. Quite often the decisions are made by
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politicians who have very little contact with the coal-face, with the communities, with the research,
they are just reacting and they are reacting for a reason, to be seen to be doing something about it,
whether that means promoting their own political agenda, their position, their polls or popularity. I
think they just more reactive, rather than proactive and I think we have to get back to not reacting
but to influencing. I think in a lot of ways its having the people in there who are able to do the
legwork and connect with people. I have not met a lot of politicians who are happy to do that. I have
definitely petitioned politicians for a number of reasons in the past, usually to do with community
and community funding, usually initiatives that have been working and then all of a sudden they
have decided that it’s not working, when I have had proof that it was working and making a
difference to welfare and community but they didn’t want to listen to that and they reduced
government funding overnight and people have lost their jobs and children didn’t have support
services around them.
Interviewer: If we turn it back the other way, consent isn’t being granted for Indigenous people to
do things their way, instead of being forced to do things a Western way, if we turn it back the other
way and ask: why aren’t the people who are making these decisions consenting to doing things
Indigenous ways? What do you think is stopping them? What is the reason they won’t consent to
listen to Aboriginal people?
Participant: I think that Indigenous people's knowledge is undervalued and we are deemed as not
knowing what is best for ourselves... but we do. From my own personal experience, the project I
worked on was staffed by all Indigenous people for Indigenous children. We were given, basically,
the decision-making processes, of how to best support the community. The politicians that removed
the funding for that program, without that funding we didn’t have the ability to employ the people
to support the children. Sometimes I think it is about money, sometimes I think it is about not
valuing us as people, our decision-making processes, not trusting us to know what is best for our
own children, while all these things were happening and all these things were working. Aboriginal
people know how to look after their own people and their own issues, when we do.
Interviewer: It seems fair, that if the government wants to use Aboriginal land, then Aboriginal
people should be able to use government funding.
Participant: Exactly, that’s exactly right. Non-Aboriginal people and government are using our
land for their own purpose and their own benefit. People say to me, 'we didn’t do it' but I say to
them, you still live off the benefits of living on Aboriginal land today, so, to me, we should be
entitled to compensation. We should be given the money free, without limitation of what we should
do with that money because we do know what is best for ourselves, our community and how to
organise ourselves. We are not completely stupid or completely incapable of knowing what is best
for ourselves.
Interviewer: We are not telling them how best to use the land.
Participant: Exactly, exactly. there was such a disconnect from them valuing our structures, our
systems, their western framework was constantly imposed onto us with everything they wanted
from us.
Interviewer: Why do you think there is a devaluing of Indigenous knowledge?
Participant: You know what, they don’t know our way. I always say it either comes from
ignorance or arrogance, they don’t want to know our way, they are not prepared to take the time to
learn our way, they only know their own way and they don’t even consider anything outside of their
own way, they don’t want to fix things. Their way is the Western framework, we are going to use
this framework, we know this framework, its comfortable. I think the more they understand
Indigenous culture, the more that they understand Indigenous communities, the more they
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understand the way that we have lived, the resilience, the longevity, like seriously, we must be
doing something right. Right! Because we have been here for a bloody long time, the oldest
surviving culture on the planet, so, we must know something, so, why does nobody listen to us?
There is that constant devaluing. I have been in forums where, especially, if you’re looking at
government, where one or two people will jump on board and want to do things in a different way,
then they are basically outnumbered or they are shouted down by other people who don’t want to
get on board with it.
Interviewer: Do you think it is the system or the people who work in the system, that is
responsible?
Participant: I know some people who have gone out on a limb about Aboriginal ways of ‘knowing
and being’ and I think it is a hard task because you’re up against it. I think there are more people
against it, than for it. Its the ignorance and arrogance of people, not wanting to even open their mind
to learn about it. In Australia, we keep making the same mistakes, it’s like seriously, every time we
go around, we get a slap in the face, then we go around again and get another slap in the face, and
we go around again... but nobody is learning from the mistakes. People are seriously doing the same
thing over and over again and it’s not working. How about looking at a different way of doing
things but they don’t want to. I think it is the system, the way it is structured, if we had a different
structure of system, if we did have self-determination, if we did have more representatives at
decision making levels, if we could change the way that decisions are made, it could make a
difference.
Interviewer: Do you think that traditional Indigenous people even want to be part of the Western
system?
Participant: You know what? I think to change the Western system, we have to be part of it. I
think we do... otherwise we will always have non-Aboriginal people making decisions for us. Or we
can choose. I know one guy in Queensland who has just declared his own state, who lives
completely in his own statehood. We could opt out. I know, to a certain extent, my dad and my
brother have, they have just opted out, they think I have been brainwashed, that I am part of an
institution, they would never work for an institution. They do know how to collect the dole though,
they do know that, but they have always played the institution and the welfare system, absolutely,
but they have always done their own thing. They think that because I work for an educational
institution, that I have been completely brainwashed. I'm trying to work from within the system and
within the institution and make things better for us, but they think I am a bit of a sellout.
Interviewer: Oh, that’s tough, isn’t it?
Participant: Yeah. Sometimes people think education is the way but for me, education was not a
positive thing in my family. The more educated I became, the more distant and disconnected my
family became from me.
Interviewer: That is fascinating from an Indigenous perspective.
Participant: It’s because we are not taught ambition as children, we are not taught competition,
except on the sporting field competition is all right, like a game of cards, there is plenty of
competition there. We are not taught ambition to put ourselves out from the collective, to promote
ourselves, we are not taught to try and be better than anyone else. As soon as I started to get an
education and start to make decisions for myself, that was taken that I had left the group and that I
thought I was better than everyone else. So, there was a huge disconnect. That was not a positive
thing for me. [laughs] The more I study, the more they think like that and the more disconnect there
is.
Interviewer: Wow, that’s a tough one.
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Participant: Yeah, yeah, you think that people getting an education would be able to influence
some of these decisions and the processes. I know that even at a local level, things that happened to
us 10 or 20 years ago in community that I could not influence at all, that I can now influence
because of my qualifications and what I know. I know I can actually help people to change
decisions and certain things that people are wanting us to do or making us do, I know I can now
influence some of those spaces.
Interviewer: I have never worked for a big institution, but my family does work in influential
spaces and get a big say of what happens.
Participant: Yeah you do get to have a say, especially in places like, the biggest one at the moment
is the NSW justice department. Having a voice at that table and the ability to review the reports, has
brought about change for Indigenous cultural competency, for legal and justice professionals
through the NSW justice department. What they wanted was cultural awareness, they wanted to
dabble in it a bit, we said that if they want to do this they have to take it seriously, it has to be
constructive and it has to have outcomes, that we just can’t mess around with this area. This was a
recommendation out of the 'deaths in custody' report that never eventuated. Out of over 300
recommendations, I think we have only about 9 implemented. It was a shock to me that after 25
years, we are only that far down the track. I could not believe when I spoke at that round table for
the NSW justice department, that so many people listened. Now we have reform around people
working in those areas and they know about Aboriginal people in the future. I could not have done
that 10 years ago, I could not have done that 20 years ago, I could not have done that without an
education, I could not have done that without contact with an institution, to put myself at that table,
for that decision making process.
Interviewer: That’s great.
Participant: You know yourself, when you start to make those differences, it’s not always viewed
positively by family or community because they don’t realise what you’re doing. They just think
that you have sold out because you work for an institution.
Interviewer: I lost some family when I was a Christian, but I am no longer a Christian.
Participant: That was part of mine as well, because when I went to university, I went to a Catholic
university. Before I started university, I worked for Catholic education running remote education
for Indigenous students. I would go out to community and actually talk to people in community,
talk with the elders and talk with the families, about young girls coming away to boarding school. I
ran that program. My first whammy with my family was the fact that I was working for the
Catholic. When I went to a Catholic university and got a degree in Aboriginal and Torres Strait
Islander education, my dad came to that one because he thought that was great. Then, when I got a
degree in religion and in plain education, that’s when they started to think that I was being
brainwashed. My dad doesn’t believe in god at all, he believes in his Aboriginal spirituality. With
the religion and the Catholic thing, that was probably the first whammy, then it compounded,
between the religion and the education and the institution... all the things my father detests…
religion is a huge one. I worked in a welfare position in a Catholic education for 10 years, I did a lot
of work for the nuns, a lot of them still work in Aboriginal communities.
Interviewer: The NTER intervention, there was a misrepresentation to that as well: there was
scarce evidence of child sexual abuse, it wasn’t necessarily Indigenous adults doing it, it was mostly
kids doing it to kids, the rhetoric was framing the issue as Aboriginal men abusing children out in
these remote communities, which had to stop immediately. Anybody who would resist, was put on
the side of pedophiles, it was an emotional approach, not rational at all.
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Participant: We have known for some time now the level of sexual abuse that has occurred at the
hands of the Catholic church, within boarding schools and within the church, yet, did we have the
same response? We did not. We had evidence, we had more proof this was going on in Catholic
churches than we had proof of what was going on in Aboriginal communities, yet there has been no
overall intervention into the Catholic church. To me, I am dumfounded into why the intervention
focused on Aboriginal communities, when we have more evidence in other areas of society towards
the sexual abuse of children.
Interviewer: The way Indigenous families are structured. Indigenous kids are over represented in
childcare services and out of home care, if we look at the difference between 'individualistic' and
'collective' cultures, such as western and Indigenous culture, in collective cultures, everyone looks
after the kids, not just the biological mum, sometimes mum isn’t even looking after the kids, other
family members are and it looks like neglect.
Participant: Indigenous children have more autonomy that other children, they have more
responsibility than other children. Under the kinship structure, if you have 14 people living in a
house, you have lots of people taking care of these children. It’s like Indigenous people are overrepresented in the childcare system, in our jails, incarceration, in domestic violence. Under the
kinship structure, if you have 14-18 people living in a house together and there are disputes, of
course they are going to come to attention. Then people ask, why are there so many people living in
one house? It’s because, that’s their kinship structure, we just don’t live with mum and dad, I have
aunties who are like my mum, cousins who are like my brothers, we have different structures of
family and different structures of how to take care of our children. Our children have more
autonomy, they have more responsibility, this is why in lots of areas, education, justice etc., the
authoritarian approach doesn’t work with our kids. They are not use to this top-down authoritarian
approach. So when we are looking at education, out of home care, justice sectors, there has to be
other ways to communicate and work with Aboriginal communities because the authoritarian
approach does not work with our collective cultural structures. To understand how to work in those
areas you have to understand the structures, you have to understand kinship, the autonomy of the
children. But the people who make these decisions often don’t want to. I think it’s time that people
did understand it is a different structure and its time non-Aboriginal people stop putting their
judgements and frameworks over Aboriginal people because it’s not their place to judge a different
structure or framework they don’t understand. For them to judge, it’s not for them to say their way
is better than our way, this is how we live, and we can take care of ourselves in this structure. If you
take for example how we look at the physical world and spiritual world, how it’s all interconnected
with each other, its unique how we think all those things come together, to make up our systems and
our law and our social structures. It is more complex, if you look at the social structures and
constructs, it is far more complex and unique, compared to Western structures, we are far more
sophisticated than them fellas. They just don’t understand it.
Interviewer: That’s great hearing what you have to say, thank you.
Participant: I teach moity and kinship structures to white fellas, I teach that to white fellas.
Interviewer: You teach that, wow, I don’t even understand it myself [laughter]
Participant: Yes, right, it was pulled apart so there are not a lot of Aboriginal people who do
understand it because that’s part of colonisation, that’s part of this dispossession of our cultural
structures.
Interviewer: thank you so much for your time
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NTER Interview 2: Non-Indigenous legal academic
Participant: What is social marketing basically about?
Interviewer: Behaviour change.
Participant: Yes, I was just wondering if you were focusing on anything specifically Indigenous, in
terms of the target audience or whether I can relate some non-Indigenous examples… it was
initiated by the Blair government in the UK and it has been adopted in NSW and it sat in the
premiers office under Mike Baird. I don’t know if it exists under the current premier but under the
coalition, Mike Bair did it, it was called something like the ‘behaviour change unit’. What they did,
their focus was on how to change people’s behaviour, the examples they were giving was such
things as when people were given notices on failure to pay speeding fines, gas bills, big things that
government send out a lot. People just would not pay them and chuck the letters away, then when
you do pay it, you got to turn over to the fourth page to tell you how to pay and most consumers
were just not doing it. What they said was if they simply re-designed the forms, and have key
messages, in this case, paying bills, if they framed the messages in terms of what everyone else
does, ‘you’re paying a fine, you’re doing it on time, you’re doing it easily and quickly without long
waits… then you are a good social citizen’, that was the idea, and the reward that you get was being
able to think, everyone else is doing it so I am doing it too. It was not a conscious decision or
thought process, the psychology of it just made it work. The side that the government was interested
in, was how to reduce the forms down to one-page saying, ‘you have done this, you owe this much
money, this is how you pay it’, nice and simple. If people could not afford to pay, then that was a
whole other issue. There was a lot of work done around the state recovery unit documents, which
were horrendous, and nobody ever understood what they had done or how to pay because they
couldn’t work out how much they owed anyway. They would get these $50 late fees every time,
because every time you were late you got $50, then $50, then $50 and it kept going up. People
could not understand the original request for payment. It is apparently very effective, that’s what
they told us while we were working in government, that this was a new push, to try to make
government more accessible to people, to get the people to do what you want them to do, which in
this instance, was to pay their fines.
Interviewer: Wow, yeah. I was interested in where you worked with Indigenous audiences. You
did your Ph.D. on Indigenous childcare?
Participant: It covered Indigenous kids, but I deliberately did not make it Indigenous focused and
that was a deliberate choice because what I tend to find is that institutions tend to dismiss child
welfare as being an Indigenous problem. It’s an interesting tension, based on living experience for a
while. I felt that I would have a stronger ability to effect reform if I said this effected all kids and I
showed that it was not Indigenous issues, that make this a problem. It’s that Indigenous kids are
likely to be affected because of the institutional issues. Institutions impact badly on Indigenous
people, it’s not that Indigenous people are more difficult. I wanted to approach it a different way.
While I have looked at many files of Indigenous kids, I haven’t published in any Indigenous
journals but I am ready to now because I want to actually have that debate, to test the material on
Indigenous and non-Indigenous audiences who have the lived experiences of the welfare system
and the jail systems. I am looking at Aboriginal kids because in my experience the institutions go:
‘there is nothing to see here, move along’ and not given the priority it needed, so I wanted to try
something different. This stuff effects white kids too, so it can’t just be an Aboriginal problem.
What else could it be? It can’t just be the responsibility of the birth family, its more complicated
than that.
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Interviewer: I was looking at the Northern Territory Emergency Response as a case study. In that
case, the NT government wasn’t very effective, and I was looking at the reasons why. I was
wondering if you have worked on programs and found them not effective and in that case, why you
thought they may not have been effective?
Participant: In my experience, I did the Ph.D. and also worked in government, I haven’t worked
for non-government organisations, I have worked with them but not for them so it was a different
perspective. For something like the Northern Territory experiment, what I found, was that there is a
difference in the marketing and the reality of what the problem is. Many of the solutions presented
as the way forward in making communities take responsibility, ignored the fact that communities
were already taking responsibility for themselves, the problem was actually that the government
didn’t deliver on what they said they were going to do. For example, we have welfare payments
quarantined, unless the communities take the children and wash their hands and faces, dress them
nicely and send them to school. These requirements sound perfect, who could disagree? Except, the
reason why the children were not clean and everything else, was because the council didn’t put the
water on. It’s not an Aboriginal problem in regard to care for dirty children, it’s the fact that there is
no water, so they would wash their children. The water was under control of the government. The
messaging is very different. In my experience, the problem is the disconnection. If you know there
is no water on, there is this cynical attitude towards the government, they are pitching the deal as
Indigenous parents being the bad ones, not caring about their kids, when that’s not the reality. In my
experience with child welfare and child protection, you have different messages going on and the
message that is easier to paint is that people are less caring, or communities are less caring about
their children and less educated so all we have to do is tell them how to fix it and that will solve it.
Interviewer: What do you see as the solution to that?
Participant: It’s realistically working with communities.
Interviewer: you hit the nail right on the head, I totally agree.
Participant: I think it is an agreement about what the problem actually is, maybe not being so
global about it. For example, if we took Bathurst, what are the issues that impact on Bathurst in
child protection? Is it about the colonial and institutional history of Bathurst? Where there are layers
of dispossession and alienation? But there is another issue, which is more of a personal issue, rather
than a professional one; a lot of the time we get equally problematic argument, like every time an
Indigenous person comes up with a solution to a problem, it’s like ‘praise the Lord’, and that gets
grabbed without consideration for that persons motive or capacity. This leads to a denial of the
problem by institutions by putting it back on Indigenous people to ‘get over’ what happened to your
parents and childhood, get over it, it’s been 200 years. On the other hand, you get this rhetoric from
some community offering answers, so that community gets praised. Yet it’s a lot more complicated,
the real issue gets sidelined because we now have this community over here, who are saying what
we want them to say so they get praised and promoted. We get this notion that all Indigenous
people have the same ideas, when nobody does, so why would a group of Indigenous people have
the same views, apparently your supposed to all have the same views. So those are the kinds of
problems. The only solutions I have seen is when people had a trust relationship, regardless of
whether they were Indigenous or non-Indigenous, they were concentrating on a problem where
everyone agrees what the problem is, and everyone knows how to address it.
Interviewer: That’s actually what I am finding is emerging from my research interviews: the level
of engagement and the ability to define the issues.
Participant: We also get this weird position of expert local content and knowledge, whether
Indigenous or not, is important because the problem needs to be accurately defined. Just because
Indigenous Australian perspectives in social marketing

Reece George

196

you are speaking on an issue does not mean you know anything about it. For example, the local
community might say something like ‘boot camps are good for local social justice’. You know
those boot camps where they send kids away to scare them straight and they get shown they are
going to end up in jail if they don’t change their behaviour. A lot of communities, including
Indigenous think they are great ideas. It’s similar to the ‘go bush’ idea in some communities. The
evidence suggest they are not good, that they are very bad, they can have unimagined consequences
where kids think that they can handle it or they just don’t work. Especially where they try to scare
the kids straight, they take them into the jails, scare them, yell at them, treat them like quasi
military. What happens is that you get, in some instances, in Indigenous communities, where there
is a crime problem and the children need to be scared straight, the government love this sort of
thing. The community has spoken, let’s set a big campaign to scare the kids straight. It doesn’t
work, we know it’s not going to work because they don’t work for Indigenous or non-Indigenous
kids, generally. So, we get this right-wing argument where the institutions and governments claim
that the local Indigenous community is asking for it but in reality, the Indigenous communities
don’t have a clue. They know what the problems are that are leading their kids to crime but the
solution they come up with is not based on an idea that it might work, not understanding that it
doesn’t work in these environments. But the government then rushes to deliver that solution. The
Indigenous community may also be asking for acknowledgment of dispossession at the same time,
but the government totally ignores that part of the solution and only provide the part of the solution
they want. Just because someone is Aboriginal, it doesn’t make them an expert on Indigenous
issues, just because it is a local community, it doesn’t mean they have a clue what is going on in
other communities, and just because someone comes from government or institutions, it doesn’t
mean they have a clue either. It’s always a midway point, in my experience, in child welfare.
Interviewer: There has been heaps of research done and there are quite a lot of solutions offered, I
don’t know what the solutions are in this field but I do know there has been so much research done
on it, there are probably logical, rational solutions to a lot of these problems, why do you think it is
not being used?
Participant: I think, a lot of the time it is not sexy enough. If you know something is working with
a local community for the last 20 years, knowing the problems and being embedded in the solution
and there is no need for new ideas. Their approach is sometimes: we are going to expand the jail
and employ more prison offices and cut education. Why are they going to do that? Because its sexy.
They sometimes would rather fight crime than support education. It sometimes supports institutions
for things to not work because they can then talk about getting tough, even though they have all the
evidence it gets dismissed as being soft, or left, or wishy washy, even when you show them the
evidence that some of the harder solutions are not suitable.
Interviewer: That gets me going that does [laughter]. I did not realise that, that is really well
explained, thank you. Can we look at this from an Indigenous perspective, let’s say, we look at
engagement and consent, where an institution decides what the community wants and decides they
are not going to consult with the community with any real sincerity, what do you see with this sort
of approach is the real issue?
Participant: Have you heard the term ‘compassion fatigue’, it is used a lot in the child welfare
services? What that describes is the faceless bureaucrats that you see in movies all the time, in
places like Centerlink, Department of Housing and places like that, where someone is trying to tell
them a real story and they are just blank, the computer says ‘no’ type of idea. That is essentially
compassion fatigue, something has pushed them too far. It could be an overload of terrible things
that could happen. The areas in which I work, child protection, child welfare and youth justice in
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prisons, you come up against compassion fatigue a lot because everyone your dealing with has this
tale of woe and horror. That’s the type of people who end up in these systems, if you have the
perfect life you done end up there. So, you have had this child abuse and been sexually exploited,
severe sexual abuse and victimisation. Everybody has got this to some degree in the areas your
working in, and if they don’t, then they are very problematic people because they have no reason to
behave like that. So, you get people who are sick of hearing these stories all the time, you start to
not see people as human. Like if you told me your story five times, your counting on me responding
appropriately, with compassion and care because your telling me this horror of your life but from
my perspective, I hear you and the next 20 guys come along with the same stories. Institutions get
defensive and stop caring if they get too much of it. Also, you have this fear between nonIndigenous for Indigenous, this lack of understanding about what is a real issue and what isn’t, how
they are meant to behave. Some people have all the best intentions in the world, they go in all shiny,
thinking they are going to consult the Indigenous community, the Indigenous community are
thinking, oh no, not again [laughter]. Then governments and institutions react as well. They say, oh
God, we got to go and consult with Indigenous communities again, this is never going to end well.
Neither side really gets where the other side is coming from. I see that happening a lot, where there
is a fear on the part of institutions, about how to consult and do it properly, then there is fear and
resentment on behalf of community because they are coming again, they are going to ask us again
what we want. Then when the community reacts badly and doesn’t say 'yes, thank you government
who are saving us'. If they don’t react like that then the government wonders what their problem is.
They say, ‘we are coming here, why are you doubting us, why?’. So, all the barriers go up again. I
keep seeing that happen all the time.
Interviewer: Thank you, that was so well explained.
Participant: I think we should also think about compassion fatigue from the Indigenous
perspective, where they have to keep telling their story all the time, to keep explaining to people
why something matters and trying to fight the same arguments. It applies across a lot of areas.
Interviewer: I am seeing stuff emerging and you have reiterated the importance of the level of
engagement. There are barriers there, what are those barriers?
Participant: What I find when I am dealing with issues that impact on Indigenous communities, a
mistake we make is that we often look for solutions and then try to make it relevant to Indigenous
people. So, we take what we already got and we go and get it printed up with an Indigenous logo
and some design to make it look more Aboriginal. It’s still what I wanted to say the whole time, it’s
not asking Indigenous people what they want, I am still going to do my thing, I am just going to get
you to make it pretty. I think government does that all the time. Not just for Aboriginal audiences
but also for children, when they are dealing with kid’s issues. It’s like shorthand for me, when I see
something with an Indigenous cover on it, a government publication or a kid’s design, I straight
away get very distrustful of the material. It’s like, the cover is the only thing that is taking into
account the group that we are trying to assist or trying to work with, whether that Indigenous
audiences or kids or old people... if you stick them on the cover, you have dealt with it. It doesn’t
mean the material inside the book is remotely useful to the target audience.
Interviewer: I am working on another case study, it’s in Narrandara, it’s a healthcare project
between healthcare services, the university and the local Aboriginal community; and all they have
done for the last two years is talk with each other, they are moving along slowly.
Participant: Have they done anything?
Interviewer: No, they haven’t done anything, they are just talking, with all the talking seeming to
be leading to them setting up an Aboriginal medical service there.
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Participant: It’s hard, from an Indigenous perspective and from a government perspective, it’s
really hard when you know you have to go out and consult. Let’s say you have this project, you
have a certain amount of money, a limited amount of time and a huge need, like the NTER
intervention and the sexual exploitation of children. This is a huge thing and one argument which I
have sympathy for is that there shouldn’t be a consultation because you got to fix the problem. The
difficulty is that you don’t have the solution, so you don’t know how to fix the problem and unless
you do the consulting properly, you can’t understand the problem that your meant to address. If you
just go in and quarantine welfare and garnish wages, and make people behave in a certain way.
They are not going to do it because they hate you and don’t know who you are and you have told
them that they are the criminals. You have to consult. The real difficulty is when people talk and
don’t do anything. It’s that middle ground that is so hard because maybe you have to let go of the
idea that you have something in two or three years. Maybe you need to talk for three years just to
get everyone on the same page. You got those tensions of having to deliver, having to do something
and not just making it a lot of talk, which bureaucrats do equally as well as Indigenous people. I
think that is an area of tension.
Interviewer: I have been reading some of the reports on Indigenous child abuse, the statistics, I
could not work them out because they are saying, yes, we think child sexual abuse is going on in
these communities, but we don’t have the evidence. Then, I read that the people who are sexually
abused, usually say so when they are adults. So, the ones who were being sexually abused didn’t get
help when they were being sexually abused most of the time. The ones they think are being sexually
abused often turn out not to be sexually abused. I wonder how effective it even is, the statistics, the
reporting and the services at all?
Participant: Yes exactly. There is also the idea, this is along the lines of where I work, in out of
home care, where the court has established a child is safer away from their family than with them,
so they may at risk of abuse or they may have already been abused or the parents may just be in jail,
they might be great parents but they are in jail and can’t care for the kid. They may have an
intellectual of physical disability, something for some period of time that results in them not being
able to look after the kid. People often think its forever, it’s not, it might just be for a couple of
months or it might be for 18 years, until the child has grown up. My analysis is not so much about
the child protection side, whether we should take the kids or not, whether we should keep the kids
with community or not, I have not gone down that path. I am not saying that if kids are sexually
abused, then we should leave them where they are. What I have done is looked at something like an
allegation, where a child has been abused, what are we going to do? If we take them away from
community, especially if it’s out of culture, away from Indigenous people and we put them with
white families or institutional care, do we then protect them from the same things we took them
away from? That’s where my research is saying, well... no. A lot of the kids, we are not actually
putting them in a better place. The issues around consultation then become very important because
if we can’t protect them then what do we think we are doing? If we had to protect a child from a
parent who was an abuser, or a community that is abusive, then we say, to protect this child we are
going to cut all contact, they are not going to speak language, they are not going to know culture
because we are going to protect you. That’s what they use to do. Did it work? No. All that happened
was that they then got abused by other people, by white people, by institutions, by other kids out in
the world. It didn’t work. The other alternative is to leave you there, don’t take you away and
provide services to the community. Is that going to work? Maybe it will but that is a big risk and
you have to make sure the services are there, that the services are being seen, used, and reports are
being made. That they are not blind to the fact that the person abusing you is a respected elder,
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because it might be. It’s so difficult. I am certainly not trying to underestimate the difficulty,
especially when you got different cultures. If you have predominantly white workers and
institutions trying to control Indigenous populations, you get all the sensitivities about race and
culture instead of the safety of the kid. Then you get everyone talking about disrespect/respect and
not understanding culture and all that, instead of the kid. What I was trying to do is say, it’s not an
Indigenous issue, let’s take that out of it. Say, alright, once we take the kids, are they safe?
Sometimes they are, sometimes they are not. Then we bring back in the Indigenous issue, if we had
adopted the kid out to another Indigenous family, would that have given them things to get through
the fact, that they had been removed? It’s not very effective. It is very complicated. All of the
sensitivities, of which both sides go into talks, the Indigenous community thinks you are going to
take our kids, white communities say they don’t do that anymore, Indigenous communities go, yes
you do, look over here... white institutions say we only do that because you abuse them and
Indigenous communities go ‘hello, we are back here again’. It just keeps having the same
arguments.
Interviewer: Thank you, that is very helpful.
Participant: It all takes time, but I guess there is no real solution, it is difficult. People being honest
about what they did and their motivations for it, so you can’t be left on country because no one is
there to take care of you. We can either take you away or we can provide people on country with
what they need to be able to take care of you. That’s the decision government institutions make.
What do you do? Do we take them away because there is no cold food? Why don’t we just give
them a refrigerator? [laughter]. If they don’t have adequate housing, give them a house.
Interviewer: Yes, those practical solution are so often overlooked.
Participant: It is all about trust and communication but that’s seems like such a tripe thing to say It
is all about communication, how are people going to accept the social marketing, how are they
going to accept a behaviour change if they are not trusting the people who are making them change
the behaviour?
Interviewer: Were they actually asked if they wanted to change the behaviour?
Participant: Is the behaviour actually the problem? It may be perfectly reasonable. Another
example with children in homecare, when they are little and cute and controllable, you can pick
them up and stop them doing what they are doing. A lot of the behaviour is called resilience, so it’s
about the child not folding up in a corner and shutting down from the world but asserting who they
are and their independence and right to be heard. Being loud and naughty is alright, its resilient.
When they get older, they are 16, they are big they can’t be stopped, and they start lashing out.
They do the same thing but that behaviour starts being called criminal. So, they go from the stuff
that protected them when they were little and what people allowed, to stuff that gets them into jail. I
find that very interesting. The kids haven’t changed, the behaviour hasn’t changed but the response
to them has changed.
Interviewer: That’s great, I have one more thing that is on my mind. In Indigenous culture, it is the
responsibility of parents to allow their kids to grow up quickly, to experience life, to go out and to
learn for themselves. Which can be interpreted by Western principles as irresponsible. In an
Indigenous community, kids are watched by uncles, aunties, grandparents, everyone in the
community. The parents can actually be viewed as neglecting their kid. I was reading that when an
organisation determines that a child is being neglected, often it is not neglect but simply a cultural
difference. I am wondering, does that actually happen?
Participant: I think it can but there are a lot of questions that you have to think about. There is also
that culture in non-Indigenous Western culture as well, you have helicopter parents who are the
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ones who watch over, they wrap their kids in cotton wool, they don’t let them play outside anymore
because they might hurt themselves. Everything is padded, with sighs to protect them. That’s
helicopter parent or cotton wool parenting. In the older days, in the 70's, the kids use to come home
by themselves, 8 or 9 years of age, have a key, let themselves in, might babysit or even cook dinner
at that age. Now if we let children do that, we think DOCS will get you because your being
irresponsible. So, there are different approaches to parenting that come in and out of fashion. In the
very old days, in Victorian times, children were not regarded and children in their own right, they
were mini adults. Therefore, chimney sweepers at 6 years old, going up chimneys, doing adult work
that would kill them in the end. Western culture attitude to child rearing has changed a lot too. I
don’t think its apposed like a ‘white way’ v’s an ‘Indigenous way’ as such but many see it like that.
On the other hand; would we allow a child to be put into danger? It’s a question of pushing
boundaries and making decisions, asserting control while still being protected, so those adults
watching know the kid isn’t going to play with that snake or jump off the bridge or do something
stupid. There are adults there to protect, regardless of which community. That’s healthy and
functioning, if a child is allowed to assert decision making, still being protected and being allowed
to make mistakes. The way I understand it, regardless of culture, that is good parenting. but it would
be a mistake to say that Indigenous families do not abuse their children because some of them do. as
do non-Indigenous families. So we can’t pretend it doesn’t happen because it does. we often get a
myth or whether its institutions saying this is what Aboriginal people are saying, or whether it is a
defense of Aboriginal people, I don’t know. what we hear is ‘that’s culture’. No, its not. It’s not
culture to let someone go jump off the bridge, it is neglect. Is this institution ignoring real culture
and proper ways of rearing children or is it people not in tune with culture excusing their
behaviour? Whatever decision, I think both sides, institutions and community agonize over. I think
sometimes practices are, it can get so tangled. One example is, in the UK, they have this town,
where there were allegations of Pakistani men coming over from Europe into England and they
were engaging in sexual abuse and exploitation of children into prostitution, sex trafficking and
actually murder. These allegations were being heard. The social workers tried to pursue it but it got
into a cultural thing where they were blaming Pakistani men, strangers to your white community,
your blaming them for the way they rear children and their practices, your culturally inappropriate,
your being racist. Whether that was going on or not, the fear of being called that meant that there
were a lot of complaints dismissed. What was going on, was that it was an institutional child
trafficking ring, 1400 children were abused, trafficked, raped. It is disgusting, it’s horrible but why I
took it out of the Indigenous context is that the children were Pakistani, they were white, there was
African kids, all sorts of kids. The fear by the authorities of being culturally inappropriate allowed
the bad practices to happen. It happens, whether Indigenous or not, the fear of being racist or being
labeled as racist allowed to cover up of poor treatment, whether it’s by family or whether it’s by a
community. At the same time, you get total ignorance of culture, saying that’s not how you raise a
kid and being totally culturally inappropriate. It’s a matter of walking that thin path. It’s difficult to
explain.
Interviewer: You did fantastic in explaining that, thank you, that’s great.
Participant: It shows it’s a struggle beyond Indigenous, its worse. I don’t think we can use culture
as an excuse for not dealing with what a kid might need. People might argue that communities
might do that. It’s easier to allege that, than to self-examine our own belief. That’s where everyone
gets tangled up.
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Appendix 3: NTER Prescribed area notices

(Djapa84, 2013)
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Appendix 4: BasicsCard store displays

(Commonwealth of Australia, 2020)

(Commonwealth of Australia, 2020)
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